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Abstract of the Dissertation
Self-Efficacy

and

Self-Care

In the Hypertensive Female Patient
by
Robert Davis Lutz
School of Public Health, Loma Linda University
1993
This study focused upon physician/patient interaction as it
pertains to patient involvement in personal health-care planning
decision making, and self-care.

The study was a multi-intervention

trial that allowed for testing the effectiveness of two instruments
used separately or simultaneously, in combination.
were 73 female patients, ages 41 to 76,

Participants

diagnosed with essential

hypertension and requiring medication for control.
Patients were randomly assigned to four groups:

1) a control

group that was given no intervention, 2) a Pre-Knowledge
Intervention (PKI) group that was given an interactive treatment
plan with foreknowledge of what their physicians would probably do
at their next office visits should the patients’ blood pressures not
be under control, 3) a Question Asking Intervention (QAI) group that
was instructed and encouraged to increase their question asking and

assertiveness with their physicians, and 4) a fourth group that was
given a combination of both PKI and QAI.
Intervention materials were designed to be inexpensive, easily
administered with minimal expenditure of staff and professional
time, and effective in enhancing patient self-efficacy.

Fourteen

information and perceptual variables were used to measure the
effects of the interventions.

The use of the interventions showed

little effect on Lifestyle or General Self-Efficacy during the study.
Patients’ foreknowledge of the physicians’ planned medical
intervention, when used by itself, produced a more negative view of
the physician and his manner. When QAI was added the negative
effect disappeared.
hypertension.

QAI used alone increased patients’ knowledge of

PKI produced no significant increase in patients

hypertensive knowledge.

Further, neither PKI nor QAI alone had any

effect on the patients’ personal interactive self-efficacy, but when
used together, there was a statistically significant increase.
Physicians showed some limited ability to predict how their
patients would respond to questions about the physicians and the
physician/patient interaction.

The demonstration of significant

lifestyle changes and health benefits await further research.
2

Loma Linda University
School of Public Health

Self-Efficacy

and

Self-Care

In the Hypertensive Female Patient

by
Robert Davis Lutz

A Dissertation Prepared in Partial Fulfillment
of the Requirements for the
Degree of Doctor of Public Health
in Health Education

January 7, 1993

© 1992
Robert Davis Lutz

Each person whose signature appears below certifies that this
dissertation is, in his/her opinion, adequate in scope and quality as a
dissertation for the degree Doctor of Public Health.

. Lee^ Chairman
or, Health Promotion and Education
i

Christine M. Neish
Associate Professor, Health Promotion and Education

*'

VK

H '.v. V dv , s

Kenneth W. Hart
Assistant Professor, Public Health and Preventive Medicine

i i

Table of Contents
Page
Abstract

1

Title Page

i

Signature Page

i i

Table of Contents
List of Tables .

VIII

List of Figures

x

Chapter
Research Framework
Definition of the Problem

2

Purpose of the Study

3

Hypotheses Statements

4

Definition of Terms

5

Assumptions

7

Variables

8

Theoretical Model
II.

1 1

Review of the Literature
Scope of Literature Review

15

Physician/Patient Communication

15

111

Refining the Interpretation of Physician/Patient
Communications

III.

19

Information Transfer

22

Physician/Patient Behaviors

26

Changing Behavior

33

Self-Efficacy in the Literature

37

A View of Patient Behavior Change

41

Self-Efficacy in Physician/patient Interactions . . . .

44

Focus on Blood Pressure

48

Summary

52

Research Methodology
Overview .

56

Setting.

56

Population and Sampling Procedures

58

Assessment Instruments

60

Physician Questionnaires

64

Patient Questionnaires

67

Intervention Instruments

69

Procedure

72

Research Timeline

81

iv

IV.

Ethical Considerations

83

Limitations

84

Findings
Overview

87

Patient Demographic Data

92

Physician Demographic Data

98

Analysis of Data for Research Hypotheses

101

Data Analyses Considerations

101

Patient Perceptions of Physician/Patient
Relationship

102

Patient Beliefs and Knowledge Effects

108

Effect of Assertiveness on Physician/Patient
Relationships
Physician Predictions of Patient Perceptions. .
Summary of Results
V.

1 12
118
120

Discussion
Overview

123

Demographics

126

Analysis of Data

129

Patients

129

v

Physicians

137

Contrast between Expectations and Findings .

140

Patients’ Perceptions of Physician/Patient
Relationships

143

Patients’ Hypertension Knowledge and SelfPerceptions
VI.

145

Summary, Recommendations, and Conclusions
Summary.

148

Summary of Research Hypotheses Conclusions . . . .
Recommendations

1 54
156

Implications of this Study for New Research. . .

1 56

Avoiding Pitfalls in Future Related Research. . .

159

Significance and Implications for Health Education. .

160

Physician Utilization

162

Patient Utilization

163

Conclusions

164

References Cited

166

Appendixes
A.

Approvals

177

B.

Letters to Physicians and Their Staff

180

vi

c.

Letter to Study Patients

184

D.

Forms Used in Study

186

E

Physician Questionnaire 1 (DrQi) .

190

F.

Physician Questionnaire 2 (DrQa)

195

G

Patient Questionnaires 1 (PtQi)

198

K

Patient Questionnaires 2 (PtQ2)

207

I.

Patient Intervention (PKI)

217

J.

Patient Intervention (QAI)

223

v 11

List of Tables
Page
1.

Continuum in Physician/Patient Relationships

10

2.

Strategies for Improving Patient Recall

23

3.

Illustration of Variable Assignments to Process
Categories

27

4.

Exploration of the Medical Encounter

31

5.

Expectations Effect Behavior and Outcome

46

6.

Task and Humanness Factors

49

7.

Research Design and Sequence

59

8.

Alpha Reliabilities of Scales Developed

61

9.

Sequence of Administration for Assessment and
Intervention Instruments

65

10.

Timing of Measurement Variables

66

11.

Planned Survey Material Distribution

79

12.

Planned Distribution of Material Required for the Study.

80

13.

Research Timeline

82

14.

Descriptive Statistics for Continuous Demographic
Variables of Patients

15.

93

Patient Demographic Variables

VIII

94

16.

Patient Health Related Variables

96

17.

Patient Reported Initial Hypertensive Treatment

97

18.

Descriptive Statistics for Continuous Demographic
Variables of Physicians

19.

100

Means and Standard Errors for Variables that Involve
Patients’ Perceptions of the Physician/Patient
Relationship

20.

103

Means and Standard Errors for Variables that Involve
Patients’ Knowledge or Perceptions of Themselves ... 109

21.

Pearson Correlations of Ratings of Physician/Patient
Relationship with Patients’ Perceived Assertiveness
and Interactive Ability

22.

113

Variables that Involve Physicians’ Perceptions of
Patients’ and Their Own Interactions

23.

1 16

Correlations Between Patients’ Perceptions of the
Physician/Patient Relationship and the Physicians’
Predictions of the Patients’ Perceptions

ix

119

List of Figures
Page
1.

Patient Participation

88

2.

Physician Participation

90

x

Chapter I

Research

Framework

1

Research

Framework

Definition of the Problem
Effective physician/patient interactions and relationships are
generally recognized as essential in the management and treatment
of illnesses. (Davis, 1969; Roter, Hall, & Katz, 1988).

With ever

increasing costs of physician time and overhead, it is essential for
the health care provider to communicate more Efficiently with the
patient.

Patients often feel intimidated by crowded waiting rooms

and feel that their physicians are very busy and have little time for
them.

Frequently, patients perceive their own problems to be

insignificant as compared to those of others, and opt to shorten
their visits by being minimally communicative.

Consequently,

physicians should encourage patient participation in therapeutic
decision making, thereby improving treatment compliance and
maximizing physician/patient relations (Bertakis, 1977).

This

participatory care can benefit patients by increasing their sense of
control and responsibility.

It can also minimize any feeling that

their health care is outside their own management and in the hands
of others.

Because of a feeling of being rushed, patients may neglect
2

to discuss important items with the physician and recall them only
after leaving the office.
Some studies indicate that one-on-one pre-visit interventions
by health educators are effective in increasing patient question
asking activities (Greenfield, Kaplan & Ware, 1985; Roter, 1977).
Although such studies showed improved physician/patient
interaction, the more than twenty minutes required for intervention
before seeing the physician is impractical in real life.

In many

medical practices it is unrealistic for the physician or staff to
spend additional time with each patient; therefore, it is necessary
to develop methods in which time spent with the patient can be used
most effectively.

Purpose of the Study
The purpose of this research was to determine whether, by
advance preparation, a hypertensive patient could become more
assertive with her physician and be a more effective participant in
developing her treatment plan.

The research was intended also to

investigate the patient’s self-efficacy in utilizing these techniques.
Preparation of patients included a combination of educational
3

approaches for enhancement of self-efficacy through increased
participation in self-care.

Hypothesis

Statements

On the basis of the literature review and the theoretical model
(see below), the following six hypothesis statements are presented:
1.

An intervention providing a patient with foreknowledge of her

physician's care strategy will enhance physician/patient interaction.
This in turn will increase patient knowledge and enhance patient
self-efficacy for self-care.
2.

An intervention designed to increase the patient's question

asking ability will enhance physician/patient interaction.

This in

turn will increase patient knowledge and enhance patient selfefficacy for self-care.
3.

A combination of the two interventions, providing a patient

with foreknowledge of her physician's personal health care strategy
and increasing her question asking ability, will enhance the
physician/patient interaction more than either intervention alone.
In turn, the combination of the two will increase patient knowledge
and self-efficacy for self-care more than either intervention alone.
4

1
4.

The patient's lifestyle self-efficacy will improve as the

interpersonal styles of herself and her physician become more
positive.
5.

The physician's perception of his interpersonal style will

correlate with the patients' perception of the physician's
interpersonal style.
6.

The patient's perception of her interpersonal style will

correlate with her physician's perception of that patient's
interpersonal style.

Definitions of Terms
(as used in this research study)
authoritarian - an interpersonal approach relating to the
concentration of power in the physician, a "thou shalt" or
command approach.
collaborative - the combined effort of a physician and patient in a
treatment endeavor to achieve optimum patient benefits while
considering the patient's concerns in making decisions.
decision making - the process of arriving at a choice given the
pertinent information with which to make that choice.

5
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phvsician/patient

interaction - all communication of a cognitive or

affective type between the two that influence either.
enabling - providing the patient with the means and opportunities to
improve her hypertensive condition.
interactive

mode - a factor thought to influence self-efficacy;

indicates a fully open communication of a cognitive or
affective type between the physician and patient that
influences

both.

interpersonal style - a particular manner by which

the physician or

patient interacts with the other, i.e., the physician ranging
from authoritarian to enabling and the patient from involved to
passive.
involving - engaging as a participant in the physician/patient
interaction which necessitates increased patient
responsibility for care.
patient participation - patient's act of being a part of and taking an
active part in her own health care management.
quality time - in the physician/patient relationship, that time
during which maximum effective interaction occurs.
self-efficacv - perception that one has the power to perform an

6

action, including question asking, interactive skills, or
lifestyle

modification.

Assumptions
An assumption was made that the change in self-efficacy
could be evaluated before and after a physician encounter as
measured by a pre-test and a post test.

It was assumed that there

was adequate time provided in the study to demonstrate changes in
commitment as perceived by the physician and the hypertensive
patient.
It was assumed that the patient would follow the verbal
direction of the investigator to read the cover letter and complete
the questionnaire prior to opening any other material enclosed in the
packet.

It was assumed that the patient would read and complete

each question in the questionnaire and follow the directions given in
each of the interventions.
Another assumption that was made was that the physicians
would complete the patient evaluation questionnaires immediately
after seeing the patient as required in the protocol.

It was also

assumed that the patient would complete her final questionnaire in
7

her physician’s waiting room immediately after seeing the physician
and before leaving the office.
It was further assumed that by offering the physicians’ staff a
financial incentive for participating in the study they would be more
willing to cooperate and expedite their designated duties.

Variables
Patient

Variables

Self-efficacv

Patient self-efficacy is a variable that was

observed through self-assessment questions involving perceived
ability of the patient to engage in activities that promote blood
pressure control and more effective communication with her
physician.
Responsibility.

The level to which the patient accepted

responsibility for her hypertension control was measured only
indirectly.

It varied directly, however, with other parameters such

as the patient’s perception of her level of medication treatment
compliance, keeping of appointments, maintenance of fitness
program, incorporation of dietary advice into meal planning, and
preparation for physician appointments.
8

These parameters were

addressed in some form in the patient and/or physician
questionnaires.
Interaction parameters.

The physician’s interpersonal styles

were assessed on the dimensions of authoritarian to enabling, while
the patient’s roles in the consultation setting were assessed from
accepting (the unprepared patient) to confronting and involving (the
prepared patient).

Patient/physician communication was assessed

from unilateral to interactive and decision making was assessed
from passive to collaborative.

These physician/patient interaction

parameters are shown in Table 1.

Theoretical

Model

Strategies used to affect patient self-efficacy are based on
four sources of information according to Bandura (1986).

They are

performance attainments, vicarious experiences of observing the
performance of others, verbal persuasion and related social

9

Table

1.

Continuum

in

Physician/Patient

Unprepared
Patient

Relationships

Prepared
Patient

Physician Style

Authoritarian

>

Enabling

Patient Role

Accepting

>

Involving

Communication

Unilateral
(Directed)

>

Bilateral
(Collaborative)

Decision Making

Passive
(Ordered)

>

Interactive
(Responsible)

Note: The words within the parentheses suggest the way the patient
could feel in that specific circumstance. If the patient was
unprepared she could feel that she was being directed, while if
prepared she could feel the communication was collaborative.
Again, if the patient was unprepared, she could perceive the decision
making process as ordered, while if prepared she should be able to
accept a portion of the responsibility in the decision making
process.

10

influences, and physiological states from which people partly judge
their capacities, strengths, and vulnerabilities to dysfunction.

The

strategies used are evaluated in relation to their effect on selfefficacy.

One or a combination of these sources of information must

be used for cognitive processing in order to affect self-efficacy.
The physician, by discussing with the patient her treatment
plan, is persuading her that she possesses the capability and
intelligence to share in the total treatment planning process.

Over

time, as the patient attains better performance and increases her
understanding of the treatment plan, she will reinforce her selfefficacy.

Making note of her symptoms, questions, and concerns

between physician consultations should allow the patient to be
better prepared for an improved interaction during her next visit.

At

the same time the patient should increase her self-efficacy through
successful interactions, thus enhancing her perceived capacities and
strengths.
The research protocol included an assessment of the patient's
self-efficacy for interacting with the physician and adherence to
her personal health care plan. These are assumed to increase as the
interpersonal styles of the physician and patient become fully
1 1

interactive.

This would result from verbal persuasion provided by

the physician, together with the performance attainments as
perceived by the patient regarding her ability to interact.

Having a

feeling that she has been chosen by her physician to participate in
the research program, even though randomly, the patient may feel
the force of a social influence (from an authority figure that she
respects) that she possesses the capability to accomplish the
desired tasks.

(The Hawthorne effect will be kept in mind during the

interpretation of the research results.)

The patient, well prepared

to visit the physician, should have less anxiety, possess greater selfefficacy and thus increase her performance and health outcomes.
This decreased anxiety would allow her to reassess her
physiological perspective and judge herself to be more competent in
performing self-care.

With increased self-efficacy the patient’s

participation and cooperation in her treatment plan would be
enhanced as would her sense of satisfaction.
Personal interactions between the physician and patient are
thought to be related to the patient’s self-efficacy.

The patient

whose physician's interpersonal style approaches “enabling” should
tend to have greater self-efficacy than the patient whose

12

physician's interpersonal style is more “authoritarian.”

It is

hypothesized that there is a reciprocal relationship between the
physician's and patient's styles on the one hand and the patient's selfefficacy on the other.
Contrasts in interactions between a prepared and an
unprepared patient can best be appreciated by studying Table 1
above.

If the patient visits the physician unprepared, the latter is

likely to appear authoritarian and unilateral since the patient can
not effectively participate in the discussion.

Without preparation

and information about her condition, the patient is unable to ask
intelligent questions and compelled to assume a passive role.

On the

other hand if the patient is prepared and communication is bilateral,
the physician has the opportunity to be enabling.

In this situation,

as the patient assumes more responsibility, her role is involving and
the decision making is interactive.

13

Chapter

II

Review of the Literature

14

Review of the Literature

Scope of Literature Review
This review was facilitated through the use of Loma Linda
University Library Information Network Distribution Access (LINDA)
which permitted entry into Medline (1966-1992), Psyclit (19741992) and Eric (1982-1992).

These data bases provided an

abundance of literature to explore and were used liberally.

In

addition to the many articles that were reviewed, the investigator
contacted key persons whose names appeared in the literature and
obtained suggestions and direction directly from them by telephone
and correspondence.

Physician/Patient

Communication

A frank discussion between a physician and a patient has long
been regarded as the central means whereby much of the curing and
caring in medicine is conveyed.

Interaction is sometimes regarded

as the art or heart of medicine.

Its importance was well noted in

antiquity and is recognized in modern times.

It is only since the

mid-1960s, however, that the dynamics of the therapeutic dialogue

15

have been observed in any systematic manner and an attempt made
to recast this aspect of medicine as a science.

The evolution of

methodological and technological sophistication has made
observation and analysis of the medical visit easier over the years
and, indeed, the number of empirical studies of physician/patient
communications doubled between 1982 and 1987 to over 60 (Roter,
Hall, & Katz, 1988).
The predominantly exploratory nature of the research, which is
largely of the kind in which everything gets correlated with
everything but the kitchen sink (Hall, Roter, Katz, 1988), contributes
to an unwieldy number of results.

The results appear so confusing

that Inui and Carter (1985), in reviewing this literature
characterized the findings as a "Rorschach test" for readers in which
overall interpretations are as apt to reveal something about the
reader as about the results themselves.

This “kitchen-sink”

approach has resulted in difficulty interpreting the results of the
research.

Interpretation

of

Physician/Patient

Communications

Davis (1969, 1971) audiotaped the concluding segment of 154

16

physician/patient visits at their first encounter, and subsequently
recorded the entire follow-up visit for 80 of these pairs.

Based on a

Bales (1950) analysis of the audiotape transcripts, Davis
manipulated the basic 12 category scores to derive indices of
communication difficulty and used factor analysis to reveal
underlying dimensions of communication.

These variables were then

correlated with drug compliance.
First visits were unrelated to compliance, probably because
they were recorded only in part.

In the revisits, however, Davis

found that patients' drug compliance was greatest when patients and
physicians engaged in joking and laughter and when patients sought
and received physicians' suggestions.

Noncompliance was more

likely when patients and physicians expressed disagreement.
Visits characterized by physicians' seeking information from
patients without providing feedback were more likely to promote
noncompliant behavior than were visits marked by any of the other
communication patterns identified.

Davis termed this type of

exchange "nonreciprocal informativeness" and concluded that the
imbalance in information exchange during the medical encounter was
probably viewed by patients as the physicians’ failure to meet
17

expectations regarding normal interactive exchange.

This failure,

Davis suggests, inspired retaliation through the patients’ failure to
adhere to therapeutic recommendations.
Freemon, Negrete, Davis, and Korsch (1971) analyzed
transcripts of 285 audiotapes of pediatric walk-in visits using a
slight modification of Bales’ original approach.

Patterns of

communication in which physicians were friendly and approving
informative, and not excessively questioning were positively
associated with patient satisfaction and drug compliance.

A finding

consistent with Davis' nonreciprocal informativeness was found.
Physicians who did not allow their question-asking to dominate the
visit and who provided information to their patients, inspired the
best results in terms of patient satisfaction and drug compliance.
Roter's (1977) interaction analysis system further modified
the Bales approach to the study of interaction dynamics in routine
medical encounters.

This system was used to evaluate a health

education intervention designed to increase patient question-asking
during routine medical encounters.

It consisted of encouraging

patients to make a list of questions and concerns before going into
the physician's office.

Findings revealed that question-asking was

18

doubled in the experimental group, but that this increase was
achieved at some emotional cost.

Increased question-asking was

associated with reduced patient sympathy and greater patient anger
and anxiety during the encounter.

It was also associated with

reduced provider sympathy and increased provider anger and
matter-of-factness.

Moreover, experimental patients were less

satisfied with their physicians at an exit interview.
Nevertheless, over the subsequent six months, experimental
patients had a significantly better rate of appointment-keeping than
the control group.

This increased rate of appointment-keeping

suggests that the task-focused behavior engaged in within the visit
(i.e. question asking) generalized to task-focused behavior
subsequent to the visit in the form of appointment-keeping
compliance.

It was notable that patient satisfaction with the

medical encounter was independent of the patient's commitment to
task-focused behavior.

Refining

the

Interpretations

of

Physician/Patient

Communications
An alternative approach to Bales' Process Analysis and its

19

derivatives, based on linguistic theory, was introduced by Stiles
Putnam, James and Wolf (1979) and Stiles, Putnam, Wolf, and James
(1979). Their Verbal Response Mode (VRM) is a system in which
segments of language, each defined grammatically to be equivalent
to one psychological unit of experience, form a taxonomy.

The

patterns of this taxonomy can imply a particular interpersonal
intent or microrelationship between communicator and recipient.
The taxonomy is based on the assignment of language segments to
eight mutually exclusive categories by the source of experience
frame of reference, and focus.

The categories include disclosure

questioning, edification, acknowledgment, advisement,
interpretation, confirmation, and reflection.
The taxonomic groupings were used to identify communication
patterns related to patient satisfaction (Stiles, Putnam, Wolf, &
James 1979 and Putnam, Stiles, Jacob, & James, 1979). These
studies found that patient satisfaction was associated with
communication patterns characterized by information exchange.
Satisfaction was enhanced when patients were allowed to relate
fully their medical histories in the early part of the visit without
being impeded by closed-ended questions, and when their physicians
20

ended the visit with information-giving.
A comparative study across the above three coding systems
(Bales, Rotter, and VRM) was done by Inui, Carter, Kukull, and Haigh
(1982).

These investigators found that the explanatory power

differed among them.

For instance, the Bales system explained 19%

of the variation in correctly taking prescription drugs compared to
28% for the Roter system, and none for the VRM.

Explanation of

variation in knowledge was somewhat better for Roter than Bales
and the VRM, and satisfaction favored the Roter and Bales systems.
Specific findings were:

physicians giving directions and orientation

to a patient were negatively related to patients’ knowledge;
expressions of tensions (verbally or nonverbally through global
ratings of anxiety and assertiveness) were negatively related to
satisfaction; and patient bids for clarification and physician anxiety
(global ratings) were negatively related to compliance.

Although

these investigators recommended Roter above the other two, they
felt that none of the interactional systems were ideally suited for
capturing the medical encounter at a relatively holistic level or for
providing an accounting of sequence in the visit.

21

Information

Transfer

A number of investigators (Bain, 1976; Bertakis, 1977;
Bradshaw, 1975; Hulka et al, 1975; Joyce, Richard, Caple, Mason
Renolds, and Mathews, 1969; Ley, 1977; among others)

concluded

that a minority of patients were given adequate information about
the drugs they took or their medical conditions.

What is worse,

patients recalled only about 50% of the facts communicated by the
physician.

Table 2 outlines a set of strategies for improving patient

recall developed by Roter and Hall (1989).
Future research may show that the form and content of
information statements are as important as their sheer number, and
that which is remembered influences patient outcome more than how
much is remembered.

A pilot study that attempted to move in these

directions was conducted by Waitzkin and Stoeckle (1972).

In that

study the number of explanations and the "depth" of information
given by the physician to the patient were both quantified.

Depth of

information was coded in such a way as to discriminate the more
from the less technical explanations and to account for explanations
that were reworded in nontechnical language.
Waitzkin (1985) later used this methodology to analyze over
22

Table 2.

Strategies for Improving

Patient

Recall

1. Summarize information at the close of the visit.
2. Ask for feedback from patient on understanding.
3. Organize information into clear blocks.
4. Repeat the most important information.
5. Be specific rather than general in instructions.
6. Be early in presenting information during the visit.
Source:

Adapted from Roter and Hall (1989).

23

300 medical encounters.

He found that physicians devoted an

average of 1.3 minutes to information-giving, providing seven
informative explanations per encounter.

Most explanations were

rated in the mid-range of technicality, and only 12% of those were
reworded in nontechnical language.
Less emphasis was placed on how information was conveyed
and more on how informative was the visit by Tuckett, Boulton, and
Olson (1985) and Tuckett, Boulton, Olson, and Williams (1985).

They

examined what physicians actually said in the consultation, but did
so with explicit guidelines for a judgment of the intent of the
statement.

A judgment was made for each statement as to what the

patient was supposed to grasp, that is, what the key point was.
Three topics, diagnostic significance, treatment action for the
present, and preventive action for the future, were rated separately.
Svarstad (1976) made most explicit the assessment of
adequate information-giving regarding prescribed drug regimens
during the medical visit.

She coded (a) whether the physician

specified the purpose and name of the drug, (b) how long each drug
should be taken, (c) the dosage schedules that should be followed
and (d) how regularly the drug would be taken.
24

The level of

instruction obtained was examined in relation to patient recall and
compliance.

Patients who received adequate instruction were more

likely to have accurate perceptions of the treatment plan than
others, and were more likely to conform to the physician's
recommendations.

Svarstad noted that only 37% of her sample was

adequately informed about their drugs.
Svarstad also considered the motivating strategies that
physicians engaged in (both verbal and nonverbal) to enhance patient
understanding and compliance.

These included such things as the

approachability of the physician, the extent to which the advice
provided a rationale, and the degree to which the physician
monitored past compliance.

These factors also explained a high

proportion of patient noncompliance.
Roter, Hall, and Katz (1988) conducted a thorough search of the
literature for studies of non-psychiatric medical encounters in
which there were neutral observations (nonparticipating observers
audiotapes, or videotapes).

They located 60 independent studies that

provided quantitative data on the nature of physician/patient
communication and 41 that related this communication to patient or
provider variables external to the visit (Hall et al, 1988).
25

Roter, Hall, and Katz (1987) in an attempt to summarize the
medical communication literature applied methods of meta-analysis
(Hall et al, 1988 and Roter et al, 1988).

Because of the quantitative

nature of this material, stronger conclusions could be drawn
regarding the state of the literature than through traditional
literature reviews (Rosenthal, 1984).

The literature included some

28 coding systems which generated over 200 different
communication process variables.

These were reduced to six

mutually exclusive categories as seen in Table 3.

Physician/Patient

Behaviors

Physician's task focused behaviors herein are defined as
technically based skills used in problem solving that comprise the
basis of the "expertness" for which a physician is consulted.

These

are the behaviors that define the role of the physician and are close
to the role conceptualizations proposed by Parsons (1980) and
others (Ben-Sira, 1980, & Bloom, 1963).
Much less attention has been devoted to a conceptualization of
patient behavior within the medical encounter.

It is suggested that

patient behavior also has a task dimension that reflects problem
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Table 3. Illustration
Categories

of Variable Assignments to Process

Process category

Specific variable

Information-giving

Gives information, opinion, suggestion, feed
back, explanation. Advises, counsels and
persuades. Teaching statements, discusses
medication, instructs and encourages
patient to follow instructions.

Question-asking

Asks questions, short questions, non-leading
questions; asks for information; takes
medical history.

Social talk

Greeting and discharge; personal remarks;
casual conversation.

Positive talk

Tension release; physician uses humor; shows
approval, sympathy; agrees; physicianpatient friendly rapport; gives
encouragement.

Negative talk

Anger-irritation; disagrees; criticizes;
negative affect; tension; boredom.

Partnership-building

Reflects patient's statements; interprets;
blocks conversation; facilitates patient
responses; amount of physician
initiative; requests questions, opinion.

Source:

Adapted from Roter, Hall, and Katz (1987)
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solving.

For instance, patient task behaviors include accurate and

full reporting of current and past symptoms and medically relevant
experiences, attentiveness, comprehension, recall, and active
participation in the care process.

Further, although not directly

expressed within the medical encounter, behaviors such as
compliance and utilization of care or services are influenced by the
dynamics of the encounter and may also be considered as a part of
the patient's task functions.
In the medical encounter the socioemotional dimension of
behavior is more difficult to operationalize than the task dimension.
Although patient behavior has received almost no attention in this
regard, the role of affect in physician behavior has been considered
from several viewpoints (Roter & Hall, 1989).

Conceptualization

may be premised on the belief that all face-to-face behavior, even
that which is ostensibly neutral, carries affect content.
both for physician and patient.
three levels:

This is true

The affect content may be defined on

(a) intrinsic, (b) conveyed, and (c) interpreted.

The intrinsic level comprises verbal exchanges with explicit
socioemotional content such as social conversation, agreements,
criticisms, statements of concern, reassurance, legitimation,
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partnership, and empathy.

The basis of identification for these

exchanges is face validity, that is, the literal content of a
communication.
The conveyed level of affect concerns the manner of
communication, not its content.
cues convey affect.

Voice quality and other nonverbal

Affect is also conveyed verbally:

aside from a

verbal communications' intrinsic meaning, the innuendo, choice of
words, and so forth in the verbal channel can convey affect (Hall,
Roter, & Rand, 1981).
Finally, the interpreted, or attributed, level of affect reflects
the total impression created in the receivers of a communication.
Through attribution or interpretation, communications may gain
affective significance that they do not possess either intrinsically
or by the manner of the expression.

As an example, physicians who

give more information may be perceived as interested or friendly
simply because they give information and the patient makes a
positive attribution for such behavior (Roter et al, 1987).
As displayed in Table 4, the two dimensions distinguish
physician from patient behaviors, as well as task from
socioemotional dimensions.
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Table 4.

Exploration of the Medical Encounter

Participant
Domain

Physician

Patient

Socioemotional

Intrinsic communication
of affect
Conveyed affect (e.g.
warmth, dominance,
anxiety, empathy,
nonverbal cues)
Interpreted affect
Liking
Satisfaction
Feelings of efficacy,
confidence

Intrinsic communication
of affect
Conveyed affect (e.g.
warmth, dominance,
anxiety, empathy,
nonverbal cues)
Interpreted affect
Liking
Satisfaction
Feelings of efficacy,
confidence

Task-oriented

Question-asking
Information-giving
Counseling
Management
Treatment
Referral
Concordance on problem
identification and
treatment

Question-asking
Full, accurate report of
medical symptoms
Full, accurate report of
medical history
Comprehension, recall
Compliance
Alleviation of symptoms
Improved functional
status
Improved social and
work-related role
performance
Utilization
Morbidity
Concordance on problem
identification and
treatment

Source:

Adapted from Roter et al (1989).
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Examination of this framework suggests many important and
largely uninvestigated relationships between and within the four
cells formed by these factors.

Effects most often measured are

patient satisfaction, recall of information, understanding of the
medical problem, and patient compliance.

Satisfaction is considered

a socioemotional outcome; recall and compliance are considered
task-related outcomes.
Roter and Hall (1989) found that of all the patient variables
considered in their meta-analysis, satisfaction had the most
consistent relationship to provider behavior.

Satisfaction was best

predicted by the amount of information given by providers during the
medical encounter.

It was also positively related to more

communication overall, and particularly social conversation, which
could be construed as partnership-building, more immediate and
positive nonverbal behavior, and positive talk, and was negatively
related to negative talk.

Satisfaction was also related to technical

and interpersonal competence.

Of the variables considered, only

physician question-asking showed no relation to satisfaction.
Patient compliance was associated with patterns of provider
behavior during the medical encounter, including more information31

giving, fewer questions overall (but more questions about
compliance in particular), more positive talk, and less negative talk.
Finally, patient recall was best predicted by information-giving,
less question-asking, more positive talk, and more
partnership-building.
Physician task behaviors and patient task behaviors are
reciprocally related as are physician and patient socioemotional
behaviors which in turn support a theory of reciprocity in the
medical encounter.

However, such reciprocated exchange is not

equally operative in different domains of communication.

The

literature increasingly demonstrates the efficacy of
information-giving for a variety of therapeutic effects, including
decreased use of analgesics, shortened hospital stays, and reduced
patient anxiety (Devine & Cook, 1983; Mumford, Schlesinger, & Glass
1982).

It is suggested that the mechanism by which information

achieves its therapeutic effects is through both the informative
content, per se, and through the interpreted messages of interest
and caring.

The weaker relation between physicians' socioemotional

behaviors and patients' task behaviors, can be seen as a lack of
reciprocity between these domains.
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Changing Behavior
Changing Physician Behavior
Intervention studies attempting to change behavior,
particularly physicians' communication behavior, have been
increasing.

1979).

Many of these report positive results (Carroll & Monroe

In a very simple but effective intervention, Bertakis (1977)

found that training physicians to implement a five-minute
concluding statement to the visit that included summarization and a
request for patient feedback was accepted by residents and
incorporated into their visits.

The intervention significantly

increased patient satisfaction and recall of information.
Goldberg, Steele, Smith, and Spivey (1980) demonstrated that
key behaviors such as directive question-asking and clarification of
the presenting complaint, as well as the demonstration of empathy
and the reading of verbal and nonverbal cues, could be taught to
residents and that the behaviors continued to be practiced at least
three months after training was complete.
More recently, Maguire, Fairburn, and Fletcher (1986) found
that similar skills taught to medical students were still evident in
their practice styles some five years later when these young
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physicians were established in their own practices.

These

researchers were able to demonstrate that the quality of diagnostic
information obtained from patients when these skills were used was
superior to that commonly gained by practicing physicians.
A recent Dutch study demonstrated that empathy skills can be
effectively taught to physicians and that these are incorporated into
their practices (Sensing and Sluijs, 1985).

After training, the

physicians were more informative, more empathic, and less
directive.

However, there was no impact on the outcome of care.

Changing Patient Behavior
Less common than attempts to change physicians’ behavior in
the medical encounter have been interventions to change patients’
behaviors.

Two such studies are noteworthy.

The first was

described above (Roter, 1977) and a more recent study was
conducted by Greenfield, Kaplan, and Ware (1985), who attempted to
intervene with patients in the waiting room prior to their medical
visits, in order to increase their involvement in care.

This was done

by a health educator who assisted patients in reading their medical
records and coached them to ask questions and negotiate medical
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decisions with their physicians.

The intervention succeeded in

changing patients' involvement in their care; experimental patients
proved to be more verbally active, more interpersonally engaged, and
although they did not ask significantly more questions, they made
other attempts to control the conversation and elicit information
from the physician.

Six to eight weeks after the intervention,

patients in the experimental group reported fewer limitations in
physical and role-related activities and preferred a more active role
in medical decision making than did members of the control group.
More intervention studies are needed in which teaching
methods are evaluated in light of actual changes in physician
communication style and validated against changes in patient
outcomes.

Greater progress has been made in the measurement of

technical performance quality than in the measurement of
interpersonal performance quality.

Research on the interpersonal

domain clearly has evaluative as well as descriptive overtones, but
that evaluation tends to embrace the "more is better" principle (or
“less”, depending on the behavior in question), rather than being
based on explicit criteria for what should or should have been done.
Application of research to patient interventions is an
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important and relatively underdeveloped focus.

Studies that employ

patient interventions have found favorable effects.

This is clearly

an area that needs further elaboration and has tremendous potential
for health education trials (Roter and Hall, 1989).
Another issue worthy of consideration is that the basic
characteristics of the provider-patient relationship may be
undergoing substantial evolution (Inui & Carter, 1985).

There is

clear evidence that patients are becoming more consumerist in
orientation, and particularly the new generation of patients is likely
to challenge physician authority directly within the medical
encounter (Haug & Levin, 1981).

There is likewise evidence that

physicians may be accommodating their patients with a more
egalitarian relationship and tolerance for patient participation in
decision making.

The implication of these changes have yet to be

fully appreciated.

They should be given full and serious

consideration in conceptualizing how the physician/patient
relationship may be articulated in the medical encounter to
maximize the interaction.
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Self-Efficacy

in

the

Literature

Self-efficacy refers to personal judgments of how well one
can organize and implement patterns of behavior in situations that
may contain novel unpredictable and stressful elements (Miller,
Ross, Emerson, and Todt, 1989).

There is evidence that judgments of

perceived efficacy accurately predict performances across a variety
of situations, including phobias (Bandura & Adams, 1977), school
achievement (Bandura & Schunk, 1981), and physical stamina
(Weinberg, Yukelson, & Jackson, 1980).
Moore (1990) contends that self-efficacy has not been
examined in the clinical setting to measure its effect on improving
patient participation and maintenance in self-care.

However

numerous applications of self-efficacy have been made to preventive
and rehabilitative health behaviors.

The literature has used

self-efficacy to explain behavior change, predict effects of
different treatment methods, and improve treatment performance.
Alber and Fretz (1988) found self-efficacy contributed beyond the
effects of health to the prediction of psychosocial competence of
the elderly.
Self-esteem, social support, and positive health practices
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were noted to be positive indicators of lifestyle by Hubbard,
Muhlenkamp, and Brown (1984), and by Muhlenkamp and Sayles
(1986).

Strong relationships were shown among self-efficacy and

health behavior change and maintenance in cigarette smoking
weight control, contraception, alcohol abuse, and exercise behaviors
by Strecher, DeVillis, and Becker, (1986).

Sallis, Panski, Grossman,

Patterson, and Nader (1988) developed self-efficacy scales for
health-related diet and exercise behaviors and found that
self-efficacy was more highly associated with behavior than was
health locus of control.

Nicki, Remington, and McDonald (1984) who

examined smoking, found that efficacy could be enhanced and that
this enhancement was related to subsequent smoking cessation.
Smoking cessation and relapse were also studied by Condiotte and
Lichtenstein (1981).

A recent study in outcome and efficacy

expectancy in the prediction of post-treatment drinking behavior
was done by Solomon and Annis (1990).

Marlatt and Gordon (1985)

examined heroin addiction and concluded that high efficacy relief
increased successful resistance to high-risk situations.

Enhancing

self-efficacy also helped avoid relapse.
Adherence to walking programs by clients with chronic
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obstructive pulmonary disease was studied by Kaplan, Atkins, and
Reinsch (1984) and self-efficacy was found to be a better predictor
of continued participation than was a general health locus of control
measure.

Crabtree (1986) found that among individuals diagnosed

with insulin-dependent diabetes, enhancing self-efficacy and social
support correlated positively with predictions of diabetic self-care.
The strength of perceived self-efficacy to tolerate pain has
correlated well with both pain threshold and tolerance in studies of
dental pain by Klepae, Dowling, and Hauge (1982), childbirth by
Genest (1981), and tension headaches by Holroyd, Pensien, and
Hershey (1984).
The roles of life stress, hassles, and self-efficacy in the
prediction of adjustment to aging were examined by Holahan and
Holahan (1987).

Although frequency of daily stressors was the

strongest predictor of depression, psychosomatic symptoms, and
negative well-being, perceived self-efficacy

was also predictive of

current and subsequent depression even after initial depression was
controlled.

Davis-Berman (1988) also observed strong relationships

between general, physical, and global self-efficacy and depression.
Murphy (1987) looked at the mental health of victims
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following a natural disaster and found that their belief in their
abilities to cope with losses, high efficacy, and social support were
overwhelmingly mediating the effects of disaster stress on health.
Her three year follow-up (Murphy, 1988) supported her finding that
self-efficacy scores significantly predict mental distress and
recovery.

The effects of information about a health threat, breast

cancer, were studied by Rippetoe and Rogers (1987), who compared
two aspects of coping ability, self-efficacy and response efficacy
with five maladaptive coping strategies.

Teaching breast

self-examination was also studied by Shamian and Edgar (1987) and
Baker (1988).

High efficacy strengthened adaptive coping and did

not foster maladaptive coping in these studies.

Promoting general

self-care responsibility among these older women increased their
confidence in being able to accomplish self-breast examinations.
Jenkins (1985) researched self-efficacy among recovering
myocardial infarction patients and found that the spouse's ideas
about the partner's physical capabilities greatly influenced recovery.
The fastest recovery occurred when both patient and spouse viewed
physical efficacy as high.

The stability of well-being five years

later continued to be influenced by their perceived self-efficacy and
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relatively stable socioenvironmental conditions, according to Waltz
and Bandura (1988).

Studying hospitalized medical-surgical clients

Dennis (1987) found that self-efficacy affected clients' perceptions
of the hospital environment.

Potentially stressful situations that

could be controlled or were perceived to be controllable were
interpreted by clients with high self-efficacy as less threatening.
Litt (1988) also found self-efficacy and control to be cognitive
mediators of stressful experience.

Swift and Levin (1987)

suggested possible empowerment activities for prevention of mental
health problems, advising preprofessionals to increase the
population's access to and use of political, economic, social, and
educational resources.

A View of Patient Behavior Change
Knowledge alone does not guarantee compliance or change in
behavior according to Moore (1990).

The concept of self-efficacy,

however, may help to bring about more behavior change.

Since self-

efficacy is both an existing power and a competency to be developed,
one of its strengths is in modifying health behaviors.

Self-care

includes minimizing threats to personal health, self-nurturance
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self-improvement, and personal growth, along with the ability to
carry out activities of daily living.
Over the years many have attempted to identify, name or
rename the elements at work in the process of behavior change.

In

1966, Rotter postulated that expectations about performance should
be assessed in a general fashion.

Thus locus of control refers to the

general expectations that one's behavior not chance influences,
controls one's outcome.

Graybill and Sergeant (1983) indicated that

Rotter's Locus of Control Scale may be measuring a perceived
competence dimension that was identified by Collins (1974).

They

suggest that of the four factors obtained by Collins, the
Predictable-Unpredictable World Factor seems to be closest to the
original “locus of control” definition and the Difficult-Easy World
Factor seems to be similar to the “competence” dimension.

These

two factors extracted from Rotter's scale appear, respectively, to
measure the perceived contingency and perceived competence.
Graybill and Sergeant's concept of perceived competence seems
quite similar to Weisz and Stipek (1982) which in turn seems to be
close to Bandura's concept (1977) of perceived self-efficacy.
Bandura (1977) argues in contrast to Rotter (1966) that
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self-efficacy must be assessed in relation to every specific
behavioral referent.

The Multidimensional Health Locus of Control

Scale (Walston, Walston, & DeVellis, 1978) was developed to aid in
the prediction of health behavior.

They have compared the predictive

power of specific (i.e. self-efficacy) and generalized (i.e. health
locus of control) expectancies as they related to health behavior.
Self-efficacy ratings are typically more strongly related to health
habits than are health locus of control (Beck and Lund, 1981; Alagna
and Reddy, 1984; and Kaplan, et al, 1984).

Although self-efficacy

and locus of control may interact, overall results provide support
for Bandura's (1977) model of specific expectancies.
In 1985, Palenzuela argued that he did not believe Rotter's
(1966) l-E scale measured perceived competence (or self-efficacy)
even though certain items may relate to items of other scales which
do measure it; this may be accounted for if the heterogeneity of
Rotter's scale is borne in mind.

He felt unable to determine if

perceived competence or perceived contingency was a better
predictor of performance and solicited more investigation to
disentangle the confusion between these concepts.
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Self-Efficacy

in

Physician/Patient

Interactions

The goal of using self-efficacy to encourage self-care is to
empower patients to exercise increased control over their own
health (Moore, 1990).

Although positive relationships between

self-efficacy and health behavior change can be very rewarding as
shown in the literature, traditional methods of treating patients
may diminish, rather than enhance, efficacy.

It must be remembered

that the patient must value the outcomes sufficiently to maintain
the behaviors.
Bandura (1986) refers to self-efficacy as a belief in one's own
capacity to perform the behaviors needed to control events affecting
one’s welfare.

Self-efficacy affects the choice of behavior, the

setting, and the effort and persistence of performing a task.
According to this theory, patients act if two conditions are met:

(1)

they see that certain behavior will probably lead to desirable
results (outcome expectations) and (2) they are reasonably sure they
can successfully engage in the behavior (self-efficacy) expectation
(Table 5).
As an example, hypertensive patients who not only believe
exercise can reduce their high blood pressure (outcome expectation),
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Table 5.

Expectations Effect Behavior and Outcome

>Behavior

Patient

I

>Outcome

Outcome
Expectations

Efficacy
Expectations
Source: Adapted from Bandura, A. (1977).
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but also believe they have what it takes to exercise consistently
(self-efficacy expectation) are likely to effect an outcome change.
Either one of the expectations being absent would decrease the
chance of behavior change.
Bandura (1977) contends that self-efficacy varies in
magnitude, strength, and generality.
from person to person.

Expectations of magnitude vary

The physician can assist the patient by

arranging tasks in an order of increasing difficulty, thus with each
success the patient increases his self-efficacy to take on greater
challenges.
effort.

The strength dimension determines the extent of coping

If patients have strong efficacy expectations as opposed to

weak ones, they will work against great odds and in face of many
obstacles to accomplish their goals.

The generality dimension

reflects the extent to which efficacy expectations about one
situation or experience apply to other situations.

According to

Bandura (1977) the four principal sources of information to assess
self-efficacy are:

(1) performance accomplishments, (2) vicarious

experience, (3) verbal persuasion, and (4) emotional arousal.
Patients' perceptions of their involvement in care appear to be
related to their attitudes about their illnesses as well as to
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recovery.

Brody, Miller, Lerman, Smith, and Caputo (1989) conducted

a before and after physician consultation in which the patients were
asked what role they wanted to play (or did play) during the visit.
They were given four possible roles: 1) the physician took the
initiative and decided what was best for me; 2) the physician
considered some of my ideas but still made most, if not all, of the
final decisions; 3) the physician and I made the final decisions
together; 4) I made all of the decisions.

From the responses to these

the patient was said to be active or passive.

In contrast to patients

perceiving themselves to be passive, those perceiving their
involvement to be active showed greater satisfaction with their
physicians, less concern about their illnesses, greater alleviation of
symptoms, and more improvement in their conditions.
The medical interview including all aspects of the
physician/patient interaction should be viewed much as a drug or
piece of technology, i.e., subjected to the scrutiny that any medical
intervention deserves.

It is important for the physician to assess

what patients understand about their diseases and treatments
before establishing patient self-management regimens and
subsequent treatment goals (D'Eramo-Melkus, 1985).
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Table 5

contains a series of task and humanness factors to evaluate
patients' satisfaction with the physicians' interaction.
Roter, et al. (1987) also developed affect scales based on the
physician’s voice characteristics as they spoke with patients.

They

used nine point scales to evaluate the following continuums:

1.

friendly/warm

2.

anxious/nervous - calm/relaxed

3.

interested/concerned - uninvolved/bored

angry/irritated

Efforts to enhance self-efficacy should be included in the
physician's approach in order to reinforce positive self-concept and
coping efforts (Moore, 1990).

Patient teaching should convey

optimistic expectancy, calm certainty, and praise, creating a
climate in which the patient will feel capable of success, free to
take risks, and motivated to explore new learning tasks.

Focus on Blood Pressure
Schulman (1979) contends that poor participation by patients
in the treatment process greatly limits the potential benefits of
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effective medical technology.

He evaluated hypertensive patients as

to their levels of active patient orientation (APO) and found that
those patients who were afforded a high degree of APO were
significantly more likely to bring their blood pressures under
control and to exhibit more positive cognitive and behavioral
responses to illness-management.

He showed that when patients are

approached as active participants, they are apt to accept, believe in
understand and carry out treatment recommendations.

The perceived

utility of treatment measures reinforces performance of self-care
activities which, in turn, brings about blood pressure control.
Klein (1988) concludes that our knowledge of compliance in
the treatment of hypertension shows discouraging data with large
numbers of patients dropping out of treatment as well as low
compliance among patients staying in treatment.

He

provided

clinicians with data to show how patient noncompliance could be
identified by self-reports.

With this knowledge the clinician could

target patients for whom compliance-promoting programs were
indicated.

He further indicated that there was still much to be

learned about the physician/patient relationship and its effects on
hypertension treatment and hoped that studies exploring that
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relationship would be forthcoming.

Strecher, Becker, Clark and

Prasada-Rao (1989) also found from their work with patients’
descriptions of alcohol consumption, diet, medication compliance
and cigarette smoking that self-reporting was valid for information
gathering in practice and in some research settings.
In a five year follow-up study of Johns Hopkins ambulatory
patients in a randomized controlled trial using health education for
hypertension Morisky, Levine, and Green (1983) found sustained
improvement in blood pressure control and more than 50% fewer
deaths in those who had received some combination of patient
education than in the controls.
It is often typical for a patient to view herself as unqualified
to play an active part in treatment and possibly to say, "My blood
pressure is hereditary; I can only attempt to control it but must
leave it in the hands of the medical professionals.”

Further

evidence has been provided to suggest that intervention strategies
which affect the accessibility of services or patient knowledge are
less successful in improving adherence and hypertension control
than are strategies which afford more of an active patient
orientation (Sackett, Haynes, Gibson, Hackett, Taylor, Roberts, and
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Johnson, 1975;

Haynes, Gibson, Hackett, Johnson, Sackett, Taylor,

and Roberts, 1976).

Patients must not only be informed about their

health status, but must be encouraged and equipped to take on a new,
more active role.
Changes in the organization of medical care and in behaviors of
professionals and patients are likely to evolve slowly (Schulman
1979), but even incremental changes in routine systems of care
significantly influence the level of active patient involvement which
is highly predictive of patient's physical, cognitive, and behavioral
responses to treatment.

In conclusion it is clear that when services

are oriented to enhance patients' self-efficacy and when they are
treated as active participants, patients assume more responsibility
for their own care, use health resources more effectively, and are
more likely to attain controlled levels of blood pressure.

Summary
The physician/patient interaction in the primary care setting
involves multiple factors.

This literature review illustrates that

the effects most often measured are related to patient satisfaction,
patient recall of information, understanding of their medical
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conditions, and patient compliance.

Satisfaction is considered a

socioemotional outcome; recall and compliance are considered
task-related.

Considerable attention has been given to the

physician's method of problem solving and style of communication.
Little attention has been devoted to conceptualizing patient behavior
within the medical encounter despite the fact that patient behavior
seems to have a significant task dimension (Greenfield, Kaplan, and
Ware, 1985).
Application of research to patient interventions is an
important and relatively underdeveloped focus.

"Studies that employ

patient interventions have found favorable effects.

This is clearly

an area that needs further elaboration and has tremendous potential
for health education trials" (Roter and Hall, 1989).

Both Roter

(1977) and Greenfield, Kaplan, and Ware (1985) used patient
interventions in physicians' waiting rooms to improve patients
knowledge of their conditions and their ability to ask questions of
their physicians. Although not specifically stated, tasks designed to
improve patient assertiveness were based upon Bandura's (1977)
concept of self-efficacy.

As the patients were provided information

and shown how to articulate their questions, their perception of
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their own ability to ask questions and otherwise participate was
increased.

Patients further enhanced their perceptions of

self-efficacy by satisfactorily performing the assertiveness
techniques with their physicians.
The Roter (1977) and Greenfield, Kaplan, and Wares (1985)
studies show that while direct patient interventions applied in the
physician’s waiting room are effective in increasing patient
involvement in health care, they are also impractical.

The time

required proved to be informative from a research standpoint, but
not usable in the routine world of primary medical care.

Developing

and testing simple, less personnel-intensive methods, should make
possible a more practical adaptation of such instruments.
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Research Methodology

Overview
The research design was a 2 X 2 complete factorial model with
sequential selection and random assignment of patients to
treatment modalities (Cook & Campbell, 1979).

The two factors

under scrutiny in this true experiment were patient assertiveness
and interactive participation.
design.

Table 7 depicts the experimental

Pre-test and post test measurements for both the physician

and patient were combined with an assertiveness instrument, an
interactive intervention or a combination of both experiences.

The

design, therefore, allows for testing the effectiveness of each
instrument separately or simultaneously, in combination.

Setting
The principal study sites were the private offices or clinics in
which physicians conducted their medical practices.

The sites were

restricted to San Bernardino and Riverside Counties in southern
California.

Some personal data and commitment to the study were

also gathered by telephone contact with patients at their homes.
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Table 7.

Research Design and Sequence

Group

Select

Pre-Visit

A

DrCh

PtQi

Xqaj

B

DrQi

PtQi

Xqai

C

DrQi

PtQi

D

DrQi

PtQi

Post Visit
Xpki

XpKI

PtQ2

DrQ2

PtQ2

DrQ2

PtQ2

DrQ2

PtQ2

DrQ2

Group:

Each consists of sixteen (16) randomly assigned patients.

Select:

Time of the physician selection process.

Pre-Visit:
Post Visit:

Time questionnaires and instruments mailed to patients.
Time of post-consultation questionnaires.

DrQi: Physician consent, demographic questionnaire and pre-test
completed during the selection process.
PtQi: Patient selection with random assignment, demographic
questionnaire, and patient pre-test mailed to patient’s home.
Xqai: Question Asking Intervention (QAI) to increase patient
assertiveness and question asking skills; mailed to patient's
home.
Xpki: Pre-Knowledge Intervention (PKI) to provide patient with
insight into physician’s future medical plans for her; mailed to
patient’s home. It also encourages the recording of between visit
concerns and changes in health.
PtQ2: Patient post test questionnaire, completed immediately after
seeing physician.
DrQ2: Physician post visit questionnaire, completed immediately
after seeing the patient.
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Population and Sampling Procedures
Physician

Population

The physician population was selected from a group of
osteopathic general practice physicians (D.O.s) who conduct their
practices in the San Bernardino-Riverside areas of southern
California.

The ten physicians chosen were selected on the basis of

their willingness to sign a consent form and to participate in the
study.

Patients were selected by each physician’s designated staff

member who identified them from the patient files according to the
selection criteria provided.

Patients’ names and telephone numbers

were then mailed to the investigator, who randomly assigned each to
one of the four groups.

Physician

Selection

Criteria

Criteria for selection required that the physician:
a) was practicing in a full-time general practice which included
hypertensive female patients, and
b) would permit one of his staff to select patients, meeting age
and diagnostic criteria, from his medical files, and
c) would permit the researcher through a signed consent form to
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contact his patients by telephone to recruit them for the study
and send them questionnaires and intervention packets prior to
their next regular office visit.

Patient

Population

The patient sample consisted of 73 adult female hypertensive
patients, age 41 to 76 years, selected from the physician files by a
member of his staff.

Each of the ten physicians were requested to

provide as many patients as possible.

The patients were ranoomly

assigned into one of the four study groups.

Patient participation

was limited to those who met specified criteria.

Patient

Selection

Criteria

Criteria for selection required that the patient:
a) had a primary diagnosis of hypertension, not hypertension
secondary to some other medical condition, and
b) was able to read and write English with no significant deficit
in communication or reading skills, and
c) had mental clarity, no significant psychiatric history, and was
otherwise mentally unimpaired, and
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d) was presently taking anti-hypertensive medication, and
e) made an appointment to the physician's office for her next
regular visit, and
f) was willing to participate in the study.

Assessment
General

Instruments

Information

The questionnaires are a compilation of questions or inquiries
developed by the investigator, reviewed by his dissertation
committee and pre-tested for readability and clarity on graduate
students in the School of Public Health.

Coefficient Alpha and

reliability were calculated on each sub-scale.
scores are recorded in Table 8.

The items and Alpha

Questions were revised on the basis

of the pre-test; the revised version was again pretested by a group
of actual patients.
Since scales were identical in both physicians’ and patients
questionnaires, item reliability statistics were not calculated for
physicians; however, three physicians currently in full-time primary
care practice filled out both the physician’s pre-test and post test
questionnaires and evaluated them for clarity and commented on
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Table 8.

Alpha Reliabilities of Scales Developed

Scale

Number of Items

a

Patient Decision Making

2

.401

Physician Related Positively

8

.630

Physician Encouraged Discussion

8

.618

Physician Incorporated Patient’s Opinions

3

.868

Physician’s Manner

12

.813

Physician Filled Expectations

1 1

.824

6

.843

10

.770

General Self-Efficacy

17

.706

Hypertension Knowledge

51

.737

Personal Health Rating

10

.922

Personal Interactive Self-Efficacy

5

.634

Personal Overall Change Rating

4

.500

10

.403

Patient Viewed Physician
Lifestyle

Self-Efficacy

Patient Assertiveness With Physician
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other possible impediments to their ease of completion.
After the chart of a hypertensive patient was selected from a
physician’s file and her name and phone number sent to the
investigator, she was called to solicit her participation.

When the

patient agreed to participate, a Patient Work Sheet was sent to the
physician’s designated staff person to fill out and return to the
investigator prior to sending an intervention packet to the patient.
The work sheet, among other data, contained the patient’s weight
and height from which a Quetlets Index was derived.

(The index was

obtained by dividing the height in inches by the weight in pounds
squared.)
The patient folders were placed in groups of four in descending
order of Quetlets Index and randomly assigned to one of the four
study groups.

The randomization was accomplished by using a die to

select the first and second persons of the four to be assigned to
groups A and B respectively and a coin toss to identify the
assignment to groups C and D.

At the same time the intervention

packets were sent to the patients, envelopes were sent to the
physicians’ offices containing physician and patient post test
questionnaires (DrQ2 & PtQ2) that were to be placed in each of the
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patients’ charts.
One of the responsibilities of the investigator was to arrange
for each patient and physician to receive all pertinent documents in
the proper sequence.

The physicians’ pre-test questionnaires were

mailed or delivered to each physician along with confirmation
letters and consent documents.

Physicians were encouraged to

return the forms promptly in order to authorize the investigator to
contact the patients as soon as he received the names and telephone
numbers from the physicians’ assistants.

The physician's post visit

questionnaire was labeled “Physician Questionnaire” and was
completed by the physician immediately after the next consultation
with the patient.

All forms were placed in the patient’s file packet

which she was instructed to bring to his office.
The patients’ pre-test questionnaires were mailed to each
patient along with an information letter and appropriate
instructions for interventions for that patient’s designated group.
The subject was requested to complete the questionnaire first and
then to read and do whatever the interventions might indicate.

She

was to keep the packet and return all materials to her physician’s
office at her next visit.

At the end of the next physician’s
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appointment, the physician was to remove the sealed envelope
marked “Patient Questionnaire”, the patient’s post test, from her
chart and give it to the patient.

She was asked to complete it before

leaving the waiting room, and return it to a staff person to place in
her file packet that she brought to the office.
These questionnaires were administered as shown in Table 9.
The questionnaires are attached as Appendixes F through I.

The

measurement variables discussed within the description of the
assessment instruments are shown in Table 10.

A

description of

all instruments will follow.

Physician
Physician

Questionnaires

Pre-Test

Each participating physician completed and returned a pre-test
to the investigator.

The physician pre-test elicited demographic

information such as age, ethnicity, year of graduation, and type of
practice.

Certain habit parameters were elicited such as smoking

alcohol use, and exercise.

The physicians were asked about their

perceptions of hypertension and its treatment.

The pre-test also

contained questions regarding the physician's evaluation of his
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Table 9.
Sequence of Administration for Assessment and
Intervention Instruments

Early
Study

Pre-

Visit

Post

Visit

Participant Selection
Physician

Identification

S

Charts Reviewed

S

Patient Commitment

s

Physician Questionnaires
Pre-test

O

Post test

O

Patient Questionnaires
Pre-test

O
O

Post test

Patient Interventions
Question Asking Intervention

X

(QAI)
X

Pre-Knowledge Intervention
(PKI)

Note: S = Selection of participants. O = Observations made through
the various questionnaires. X = Interventions given.
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Table 10.

Timing of Measurement Variables

Pre-Visit
Early Study

Pre-Visit
Pre-test

i

Office Visit
Post test

Patient

Demographics
Physical parameters
Height
Weight
Blood pressure
Smoking
Exercise
Alcohol use
Medication usage
Hypertension
Other
Self-efficacy for blood
pressure control
Anxiety during visit
Knowledge of hypertension
Control strategies
Perception of physician/patient
interaction
Satisfaction with interventions

X
X
X
X
X
X
X

X
X
X
X
X
X

X
X
X

X
X
X

X
X
X
X

X
X
X
X

X

X

Physician

Demographics
Perceived style of physician/
patient interaction
Patient attributed style
of physician/patient
interaction
Presence or absence of
hypertension
Personal lifestyle
involvement

X
X

X

X

X

X
X
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perceived physician/patient interaction style.

Physician Post Test
The physician post test was placed in the patient's medical
file after the investigator contacted the patient on the telephone
and secured her commitment to participate in the study.

The

physician was to complete it immediately after seeing the patient
so that an evaluation of the patient during the consultation just
concluded could be made while the patient's records are still in hand.
Feelings about the physician's own interactive ability with that
patient and how the patient would evaluate the physician during that
encounter were also elicited.

After completing this questionnaire,

the physician returned it, together with all other materials, to the
investigator.

Patient
Patient

Questionnaires

Pre-Test

The patient pre-test was mailed to the patient and was to be
completed prior to her being exposed to any of the intervention
instruments.

The patient pre-test elicited demographic information
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such as age, ethnicity, marital status, education, occupation, length
of time attended by present physician, urban-rural location, and
income.

Physical characteristics of height, weight, and blood

pressure were requested.

Inquiries were made into her smoking,

alcohol use, and exercise habits.

The patient was asked about her

perception of her physician interaction as well as her physician's
interactive style with her.

The level of self-efficacy to perform

assertive interactions with her physician and to control her blood
pressure was tested as well as her health belief and knowledge of
hypertension.

Patient

Post Test

The patient post test was sealed, placed in the patient’s chart
and given to the patient by her physician at the end of her next
consultation.

It was to be opened and completed immediately after

the office visit.

There were questions also to evaluate the patient’s

perceptions of the intervention materials that she had been given
and how they helped her interact with her physician.

She was asked

how she perceived her own interaction and how the physician
interacted with her during the consultation just completed.
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Her

level of self-efficacy to perform assertive interactions with the
physician and comply with her treatment plan was tested.

The

patient was to seal the questionnaire and return it to the designated
staff person who was to place it in the patient’s packet for return
to the investigator.

Intervention

Instruments

General Information
Intervention materials were included in the patient research
packets.

The patient designated to use either intervention received

it in the mail along with the information letter and the pre-test
questionnaire.

The patient was requested to complete the pre-test

questionnaire before studying the intervention material.

The patient

was advised to familiarize herself with and complete all portions of
the materials prior to seeing her physician.

The intervention

instruments represent a compilation of informational and
motivational materials to show how to maximize physician/patient
interaction and demonstrate cooperative health care.

Copies of the

final intervention instruments are attached as Appendixes J and K.
A description of the patient assertiveness instrument and the
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interactive treatment plan used in this study follow:

Question

Asking

Intervention

Instrument

The patient question asking intervention instrument was
intended to provide an educational intervention which furnished
“how to” information about interacting with the physician.

The

patient was assured that expressing her thoughts and concerns and
asking questions was desirable and should not be perceived as
intimidating.

Suggestions on how to ask questions, what types of

questions she may wish to ask, and a place to make notes were
included.

There was a section that measured the patient's comfort

and belief about being able to ask questions of her physician.

This

was intended to evaluate the level of the patient's self-efficacy to
perform an assertive interaction with her physician.

Pre-Knowledge

Intervention

The pre-knowledge intervention included an interactive
treatment plan that contained a list of medications and other
modalities that the physician felt were a part of the patient’s
treatment plan or were options in the foreseeable future.
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It also

contained patient self-care information for involving the patient in
a variety of behaviors to improve her condition.

Most of these items

should have been emphasized by her physician on previous visits.
This intervention was divided into a section for those things
the patient should do to improve her condition and a separate section
emphasizing the physician’s conventional therapeutic treatment
plan.

A copy of this treatment plan was mailed in the original

packet to each patient in this group to show where she was at the
time of her last visit and to provide insight as to what the next step
could be in treating her hypertension.

Being armed with this

foreknowledge should have served to stimulate the patient to
discuss her condition and options more openly and intelligently with
the physician.

This, then, would permit her to develop a greater

capacity for input to the decision making process.
The intervention included a log to record symptoms and
concerns and asked the patient to indicate how well she was
complying with the physician's recommendations and medical
regimen between visits.

The patient was to review this intervention

prior to seeing the physician in order to be better prepared for the
physician/patient

interaction.
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Procedure
Sequence of Events
Initial Contact with the Physician
The investigator made personal contact with as many general
practice physicians in San Bernardino and Riverside counties in
southern California as necessary to obtain 10 physicians willing and
qualified to participate in the study.

This was done either in person

or by telephone.

Confirmation

Letter

The confirmation letter was mailed or personally delivered to
the 10 primary care physicians who agreed to participate in the
study.

This letter included an outline of the procedures to be

followed.

With the letter was a consent form that permitted the

investigator to contact the physician’s patients, a physician pre
test questionnaire (DrQ2), and a medical assistant instruction letter.
Both the consent and questionnaire were to be completed and
returned by the physician as soon as possible.

A telephone number

was provided so that the physician could contact the investigator
for any additional information.

A copy of the confirmation letter is
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attached as Appendix B.

Consent Form
The consent form was a part of the packet mailed to each
physician who met the qualifications and agreed to participate.
investigator

The

advised the physician to read and sign the consent form

that permitted phone contacts and mailings to his patients.

It was

to be returned to the investigator with the completed physician’s
initial questionnaire (DrQ-i).

A copy of the physician’s consent form

is attached as Appendix A.

Medical

Staff

Designated as

Investigator’s Assistant

Each physician was asked to designate a staff member to
interact with the investigator.

A letter with instructions was

directed to each assistant in the same envelope that contained the
physician’s pre-test and other material.

The investigator then spoke

with the designated assistant to answer any questions and to
encourage her to obtain and forward the names and telephone
numbers of patients who qualified.

Upon receipt of the list of

potential participants, the investigator called each patient
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identified all who were willing to join the study, and obtained their
mailing addresses.
A patient work sheet was prepared for each subject and sent
to the physician’s medical assistant to obtain additional
information from the patient’s chart.

The assistant was asked to

record all medications the patient was presently taking along with
her height, weight, and blood pressure.

Upon completion of this

information, the assistant was asked to have the physician complete
the last part of the work sheet that requested information as to
what changes in treatment would be recommended next for that
patient should the blood pressure not be controlled by the present
regimen.

When completed the patient work sheets were returned to

the investigator.

With this information it was possible to complete

the foreknowledge intervention instruments and mail packets to the
patients.

Initial

Patient

Contact

During the initial telephone contact, the patient was screened
as to inclusion-exclusion criteria, the study described to her, and, if
qualified, she was invited to participate.
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The patient was asked

about her next appointment so that necessary materials could be
mailed to her in time.

If no appointment was yet scheduled, she was

asked to make an appointment in the near future.
The patient was directed to read all materials in the sequence
suggested and follow the instructions.

She was asked to take all of

the materials to her physician’s office at her next regular
appointment.
The subject was told that her medical chart would contain a
post visit questionnaire (PtC^) that she should complete before
leaving the physician’s office.

She was instructed to leave it with

the designated person and assured that all information would be kept
in strictest confidence.

Patient

Mailing

After verbal agreement by the patient to participate and after
receiving the completed patient work sheet from the physician’s
assistant the investigator mailed all appropriate materials to the
patient.

The mailing consisted of the patient’s cover letter, pre

test questionnaire (PtQi), and any interventions appropriate to that
patient's group assignment.
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Patient/Physician

Consultation

The patient's medical file was flagged to notify the physician
and staff that this patient was a part of the study.

At the

conclusion of the consultation during the patient’s next office visit
the physician removed the two sealed envelopes from the patient's
chart, one designated for the patient and the other for himself.

He

gave the patient her envelope, advised her to complete her post test
questionnaire (PtC^) in the waiting room before leaving the office,
and designated a staff member to receive the patient’s completed
questionnaire.

The physician at the same time was instructed to

open his envelope and immediately complete the post test
questionnaire (DrQ2) while the patient's chart was still in hand.
Both completed questionnaires were placed in the patient’s file
packet for the investigator to pick up.

On the questionnaire was a

note of appreciation to the physician for his cooperation.

Copies of

the physician’s and patient’s post test questionnaires are attached
as Appendix G and I.

Encouraging Collection of Materials
During his initial and subsequent conversations with the
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physician or his assistant, the investigator encouraged
participation.

He also encouraged prompt collection of all materials

from the participating patients and urged that the materials be set
aside in individual file packets for later pick-up.

Physician’s Thank You Letter
Post program thank you letters were sent to each physician
after the investigator picked up the patient packets.

Each physician

was assured that he could be informed of the outcome of the study.

Incentive Request Form
Accompanying the physician’s thank you letter was an
incentive request form prepared by the investigator indicating how
many patients the physician provided for the study.

For each group

of four patients that completed the study the Loma Linda University
School of Public Health agreed to pay $12.50 to the physician.

In the

thank you letter the physician was asked to complete the form and
return it so that he might receive payment.
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Validity

Concerns

Although the physicians were not made aware of individual
interventions, they may have suspected that certain patients had
received some type of intervention.

However, each physician was

instructed to treat all participants equally, disregarding any
knowledge (or suspicion) he may have had of her treatment modality.
Should these interventions be used in a practice setting outside of
this research, it is anticipated that the physician would know what
materials the patient had received, therefore no concerted attempt
was made to blind the physician.

Distributing

Materials

Table 11 identifies the survey materials distributed to
physicians and patients.

It further identifies how the materials

were supplied if other than by direct contact.
various groups was also shown.

Distribution to the

Table 12 lists the total number of

each item that was distributed in this study to illustrate costs and
production planning.
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Table 11.

Item
Number

Planned Survey Material Distribution

Each

Physician Material

1.

Physician Contact
Recruitment letter.................................................

1

2.

Consent form...........................................................

1

3.

DrQu Physician pre-test questionnaire....................

1

4.

DrQ2, Physician post test questionnaire .... File.

1

5.

Physician’s thank you letter

Mail.

1

6.

Incentive request form. . . .

Mail.

1

__________ Groups________

Patient File Packet

A

B

£

D

5.

Personal file envelope

Mail. 30

30

30

30

6.

Information letter. . . .

Mail. 30

30

30

30

7.

PtQi, Patient pre-test questions .

.Mail. 30

30

30

30

8.

Xqai, Assertiveness instrument. . .

.Mail. 3 0

30

9.

Xrki, Interactive treatment plan . .

.Mail.3 0

10.

PtQ2, Patient post test questions.

.File. 30

Note:

30
30

30

30

Groups represented thirty (30) patients selected from ten (10) general practice
physicians.
Group A received the patient assertiveness instrument and the interactive
treatment plan as interventions.
Group B received the patient assertiveness instrument as an intervention.
Group C received the interactive treatment plan as an intervention.
Group D served as control, thus received no intervention.
Eilfi. indicates that the physician and patient post visit tests were placed in the
patient's treatment file to be completed by each immediately following the
visit.
Mail indicates that the questionnaire, instrument(s), or other document was
mailed to the patient following her acceptance into the study.
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Table 12.
Planned Distribution of Material for the Study
(Based on 10 physicians with 120 patients in the study)

Items Distributed

Number

Physician
Manila mailing packets...........................

120

Business envelopes................................

250

Intervention envelopes...........................

90

Physician recruitment letters....................

10

Physician consent forms.........................

10

OrQ^ Physician pre-test questionnaires

10

DrQ2, Physician post test questionnaires

120

Thank you letters.....................................

10

Patient
Personal file envelopes.........................

120

PtQi, Patient pre-test questionnaires . .

120

Xqai, Patient assertiveness Instruments

60

Xrki, Interactive Treatment Plans.........

60

PtQ2, Patient's post test questionnaires

120
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Research

Timeline

Establishing the Timeline
The major time indicators that were used to establish a flow
chart are shown in Table 13.

They include a literature review that

was completed in September 1991, but was updated during the
remainder of the 1992 study.

The writing of the proposal was

completed in November 1991 and the approval process was complete
in December.
The preparation, testing and revision of instruments was
completed in January 1992.

The enlistment of physician

participants followed their signing of a consent form, screening, and
completing a pre-test questionnaire.

Ten physicians were

committed to the study by the end of February 1992.

The names and

telephone numbers of patients with hypertension were obtained from
the physicians’ offices.
end of April.

They were called by the investigator by the

Following the patient telephone commitments,

packets were mailed to them shortly thereafter.

The investigator

monitored the progress of the patient returns to the physicians
offices by telephone.

By the end of August all packets that could be

reasonably expected to be returned to the physicians’ offices were
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Table 13.

Planned Research Timeline

Activity

Months
1991

1992

Ja-Ap Ma-Au Se-De Ja-Ap Ma-Au Se-De
Literature search
& writing of proposal

***************
**

Approval process, L. L. U.

******

Prepare, test, & revise instruments
Enlist physician participants
Screen physicians with pre
test & questionnaire

**

Search files for subjects,
call & mail packets

****
****

Patient office visits

*****

Phone monitoring of physicians

****

Return post tests

***

Computer input

**

Data analysis

****

Preparation of manuscript
Defense of dissertation, revisions, final preparation
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returned.

Shortly thereafter, the investigator received the patient

packets including the patient and physician post test questionnaires.
All data were entered into a Systat program on a Macintosh
computer by the first of September.

The statistical analysis was

completed during the first week of October and the manuscript was
finished in December 1992.

The defense of the dissertation,

revision, and final preparation was completed in January 1993.

Ethical

Considerations

Each physician was presented with a consent form document
(see Appendix A), the execution of which was required for his
participation and the submission of the names and telephone
numbers of his hypertensive patients for the study.

There was no

physical contact in the study involving either the physician or the
patient, merely a number of educational interventions preceded by a
pre-test and followed by a post test.

The patient and physician

questionnaires were kept in a file at the investigators office and
only the investigator had access to them.
No information identifiable to any patient was released in any
form.

Data were analyzed statistically and individual responses
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contributed only to statistical computations of grouped data.

Limitations
Physician/patient relationships and communications are
difficult to measure in the absence of objective monitoring.

An

attempt, however, was made to use self-evaluations and cross
evaluations by both physician and patient as a means of identifying
any correlation between the perceptions.
The level of communication and health education skills of the
participating physician was not measured, although answers to
questions provided some insight into the level of these skills.
Future attempts to generalize results may be limited by the
selection of patients with adequate communication and reading
skills, without significant psychiatric history, and who were
otherwise physically well.
Since the patient returned the interventions to the physician’s
office in the packet provided and since the physician was instructed
not to review the patient’s material, he should have been unaware as
to which intervention any particular patient received.

In actual use

in an office setting, however, review of the intervention would be a
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part of the process; thus, the physician could not be blind to the
intervention.
Quality of the study may have been compromised because most
physicians reported that they and their staffs were so busy that
they gave low priority to following the protocol of the study.

Many

patient subjects seemed to lose much of their initial interest and
motivation due to the extended time required to obtain completed
patient work sheets from their physicians before sending the study
packets to the patients.
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Chapter IV

Findings

86

Findings

Overview
This study was conducted with osteopathic physicians (D.O.s)
and their patients in the San Bernardino-Riverside areas of southern
California.

According to the American Osteopathic Association

(1992), there are 32,166 D.O.s in the United States. The average age
of practicing D.O.s is 45 years and two-thirds of them are providing
primary health care.
The ten physicians who participated in the study provided the
names of 142 patients who were invited to join the study.

There

were 135 who agreed to participate and they were mailed the
appropriate packets for their designated groups.

Figure 1 shows the

number of patients who participated in each of the four groups.

The

final input of data used for analyses consisted of 16 patients in the
control group that received no intervention, 16 patients in the PreKnowledge Intervention (PKI) group that contained an interactive
treatment plan with foreknowledge of potential changes to the
patient’s high blood pressure treatment, 20 patients in the Question
Asking Intervention (QAI) group that encouraged increased
87

* Pre-Knowledge Intervention
**Question Asking Intervention
Figure 1.

Number of Patients in Each of the Four Groups
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assertiveness through question asking, and 22 patients in the group
who received both interventions.
patients entered into the study.

This provided a total of 73
The x2 contrasting the first two

groups with the second two groups with expected equal frequency
shows x2 (1> N=74) = 1.351, p=.245).

Figure 2 indicates physician

participation by the number of his patients who completed the study.
It shows that as few as two patients participated from one
physician to a maximum of 14 patients from another.
Demographic data for patient and physician populations were
examined using appropriate statistical analyses.

For continuous

variables, means and standard deviations were used to describe the
distributions.

For discrete variables, those in which “yes,” “no,” or

categorical responses are considered, percentages were used.
Because the sample size was smaller than anticipated, power was
low.

A decision was made, therefore, to report alpha probabilities

without Bonferroni adjustment to avoid a further decrease in power.
Exact probabilities are provided so readers may make such
adjustments as they choose.

Because of the obvious problems in

drawing conclusions with multiple significance testing, an attempt
to draw firm conclusions will be made only when p values are small
89
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Physician Participation by Patient Completion
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or a pattern of results exist which seems to be consistent across a
number of variables.
The testing sections of the questionnaires were handled
differently for statistical purposes.

Individual items were divided

into groups (e.g. Patient Decision Making, Physician Encouraged
Discussion) and the average computed for each group in order to
describe a specific effect.

For example, the scores on the items

relating to Patient Decision Making were averaged together to create
a single score for each participant.

The grouped effects were

examined together in relation to the four treatment intervention
groups.

Using analysis of variance (ANOVA), the variation in means

attributable to each treatment was determined.
Outcomes from the use of the intervention instruments were
designated separately to more concisely identify and reflect their
individual results.

Effects from the Xqai instrument were designated

“QAI” to represent the Question Asking Intervention and the effects
from the Xrki instrument were designated “PKI” to represent the PreKnowledge Intervention.
Pearson product-moment correlations were computed to
describe the relationship between patients’ perceptions of their
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physician/patient relationships and the physicians’ predictions of
the patients’ perceptions.
Pre-test data were excluded from the study; post test data
alone were used for reasons to be detailed later.

Patient Demographic Data
Continuous

Variables

Table 14 illustrates the descriptive statistics for continuous
demographic variables of the research subjects.

It can be seen that

the age range of these hypertensive females was from 41 to 76
years with a mean of 56.5 years.

The subjects represented a wide

range in all demographic areas. The number of months they had been
on blood pressure medication and the number of months attended by
the physician were not strictly speaking, demographic variables,
however, they tend to show key characteristics regarding the
participants.

Categorical

Variables

Table 15 shows percent distributions of patient demographic
variables.

The largest racial group was Caucasian; over two-thirds
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Table 14.
Descriptive Statistics for Continuous
Demographic Variables of Patients

Variables

n

Mean

Min

Max

SD

On Blood Pressure
Medicine (Months)

52

101.3

3

360

88.7

Attended By This
Physician (Months)

58

52.8

1

240

48.0

Age (Years)

73

56.5

41

76

9.1

Education (Years)

72

12.4

6

19

2.4

Height (Inches)

73

63.8

51

69

2.9

Weight (Pounds)

73

173.5

95

350

41.4
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Table 15.

Patient Demographic Variables

Variable

n

Responses (%)

Race
Caucasian
Hispanic
Black
Oriental

73
61
4
7
1

100.0

Marital Status
Married
Cohabiting
Divorced (unmarried)
Widowed (unmarried)

72

100.0
68.1
4.2
11.1
16.7

49
3
8
1 2

83.6
5.5

9.6
1.4

Area of Residence
Urban
Suburban
Rural

73
21
45
7

100.0
28.8
61.6

Income
Below $10,000

63
8
1 2
1 1

100.0
12.7

$10,000-19,999
$20,000-29,999
$30,000-39,999
$40,000-49,999
$50,000-59,999
$60,000-69,999

Build
Slight Frame
Medium Frame
Heavy Frame
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19.0

7
1 1
2
3

17.5
14.3
11.1
17.5
3.2
4.8

73
8
47
1 8

100.0
11.0
64.4
24.6

9

$70,000- or above

9.6

of the women were currently married.

The subjects were

predominantly urban or suburban women with family incomes widely
scattered from below $10,000 to above $70,000 per year.

Their

perceptions of their own body builds were predominantly “medium
frame” (64%) while 25% considered themselves “heavy” and 11%
thought themselves as “slight” in frame.
Table 16 shows percent distributions of patient health-related
variables.

A high proportion of the subjects had closely related

family members with hypertension.

Slightly less than half of the

women exercised regularly (at least 1/2 hour three days each week).
Fourteen of the subjects reported smoking tobacco, while only four
indicated they used more than two glasses of beer or wine or two
shots of distilled spirits per day.
Table 17 shows the initial medications patients reported being
prescribed for their high blood pressure.

Only 48 reported the drugs

they first used, presumably because they no longer recalled their
names.

Percentages were not calculated or reported as the principal

showings were the wide distribution of the drugs used initially by
patients in the study and the level of patient recall.
Physician records indicate that the medications presently

95

Table 16.

Patient Health Related Variables

Variables

N

Yes
n

No
%

n

%

Family Hypertension

73

61

83.6

12

16.4

Smoke Tobacco

73

14

19.2

59

80.8

Regular Exercise

71

32

45.1

39

54.9

Drink Alcohol

72

4

5.6

68

94.4
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Table 17.

Patient Reported Initial Hypertensive Medication

Medication

Patients

Medication

Patients

Aldomet

2

Tenex

1

Apresoline

1

Tenormin

7

Blocadren

1

Dyazide

2

Capoten

4

Vasotec

1

Catapres

4

Verelan

1

Corgard

1

Wytensin

1

Dyazide

8

Zestril

2

Hydrochlorothiazide

2

Hygroton

1

Hytrin

1

Inderal

6

Isoptin

1

Note:

Lopressor

2

being prescribed one or more

Lotensin

1

of the above medications for

Lozol

1

their initial antihypertensive

Minipress

1

treatment.
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48 patients reported

prescribed for hypertension were quite varied.

They are listed in

decreasing order of use and the number of patients receiving them is
listed thereafter.
drugs.

Any patient may be receiving one or more of the

The list is as follows:

atenolol (12), captopril (11),

triamterene with hydrochlorothiazide (9), propranolol and
furosemide (8), quinapril (7), lisinopril and fosinopril (6), and
clonidine, metoprolol, and verapamil (4).

The records indicate

seventeen other medications prescribed less frequently, one or two
times, for these patients.

Physician Demographic Data
Continuous

Variables

Table 18 shows descriptive statistics of continuous variables
for physicians.

Physicians’ ages ranged from 33 to 59 with a median

of 43 years, slightly under the national average for the United
States’ D.O. population.

This seems to indicate a representative

group of practicing osteopathic physicians.

Their time since

graduation ranged from three to 19 years, again suggesting a group
of physicians in the prime years of their practices.
were Caucasian and all but one were in
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All physicians

Table 18.
Descriptive Statistics for Continuous
Demographic Variables of Physicians

Variables

n

Age (Years)
Graduation (Year)

Mean

Min

Max

SD

10

43

33

59

7.2

10

1980

1973

1989

5.6

Patient Time Spent
10
In General Practice (%)

97

80

100

6.8

110

40

200

51.8*

Hypertensive Women
Patients, Estimated

6

* Removing the 200 as an outlier provides r? = 5, mean = 92,
maximum = 120, and SD = 30.3.
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full-time general practice.

The exception was one with special

interest in sports medicine.

Physicians found it difficult to

estimate how many hypertensive women were among their patients;
four chose not even to make an estimate and one probably
overestimated, guessing 200.

Categorical

Variables

Categorical data that called for “yes-no” responses
represented a small number of items.

All of the participating

physicians are in primary care in the San Bernardino-Riverside areas
of southern California.

One of the ten physicians himself had

hypertension and six had close relatives with it.

Eight of the

physicians exercise regularly (at least 1/2 hour three times
each week).

None of them smoked; none drank over two glasses of

beer or wine or two shots of distilled spirits per day.
their patients to exercise and not to smoke.

All advised

Nine of the ten

indicated they advised patients to control alcohol intake.
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Analysis of Data for Research Hypotheses
Data

Analysis

Considerations

Initial examination of effects was by use of ANOVA.
analyses, however, tended to follow a peculiar pattern.

These

Overall

differences among the four treatment groups were often significant,
but the interaction which tested whether patterns of differences
differed before and after meeting with the physician were not
significant.

When means were examined it appeared that “before”

differences tended weakly to mirror “after” differences.

This

suggested the possibility that at least some of the patients, despite
instructions to the contrary, had read the interventions before
filling out the first questionnaire.
Intervention instructions had been sent to patients in manila
packets with the cover letters and questionnaires.

The investigator

relied upon his initial qualifying telephone contact to instruct each
subject to read the cover letter, complete the questionnaire, and
only then open the smaller enclosed envelope and study the enclosed
intervention.

Unfortunately, the time lag between the telephone

contact and mailing the packet was frequently over a month.
interim, patients could have forgotten the oral instructions.
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In the

The packets could not be mailed to a patient until the
investigator received the completed work sheets from the patient’s
physician.

Other causes for possible data contamination included (1)

the fact that the cover letter did not specifically instruct patients
to complete their questionnaires before reading the interventions
and (2) the envelopes containing the interventions did not have a
notice advising the patient not to open until after they completed
the questionnaires.
It was decided, therefore, to modify the experimental design
to that of a completely randomized post test only.
eliminate possible contamination.

This would

Since individuals had been

randomly assigned to the four treatment groups, any post test
differences among the groups significant at alpha < .05 would have
occurred by chance alone only 5 out of 100 times.

In that case, the

null hypotheses (of no difference) could be rejected (see Cook &
Campbell 1979, p. 341).

Patient

Perceptions

of the

Physician/Patient

Relationship

Table 19 shows variables involving patients’ perceptions of
the relationships between the physicians and the patients.
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Rating

Table 19.
Means and Standard Errors for Variables that
Involve the Patients’ Perceptions of the Physician/Patient
Relationship

Pre-knowledge (PKh

Yea
Question Asking (QA\) No

Yes

No

Xes.

Signif
icant
Effectst

Patient Decision
Making

2.06±.3

3.15±.5

2.56±.4 2.64±.3

Q*

Physician Related
Positively

5.31±.3

5.42±.3

4.95±.3 5.73±.2

Physician Encouraged
Discussion

5.63±.3

5.59±.3

4.88±.2

5.42±.2

Q*l*

Physician Incorporated 6.19±.5
Patient’s Opinions

5.20±.5

5.44±.4

6.03±.3

I*

Physician’s Manner

6.64±.2

6.63±.2

5.96±.3 6.90±.2

Physician Filled
Expectations

7.03±.2

6.91±.2

6.51±.3 6.911.2

Patient Viewed
Physician

7.621.2

7.421.2

6.621.4 7.491.2

Q**

i * *

P**

I * *

Note: Scale represents the level of patients’ perception of physician
communication ranging from a negative of 0 to a positive of 8.
tQ is the QAI effect, P is the PKI effect, I is the interaction.

*P

< .10 - .05 for at least one effect. (See text for specific effects.)
< .05 for at least one effect. (See text for specific effects.)
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scales indicated whether the patients had a generally positive view
of physicians or negative ones.

The first variable in the table,

Patient Decision Making, deals with patients’ views of who made the
decisions during the office visits, the patients or the physicians.
ANOVA showed that Pre-Knowledge Intervention (PKI) did not
influence who made the decisions (F (1,69) = 0.75, p = 0.39). ANOVA
showed, that the tendency of Question Asking Intervention (QAI) to
increase patient decision making approached significance (F(1,69) =
3.94, p = 0.05).

The interaction of the two interventions was not

significant (F (1,69) = 1.71, p = 0.20).
The second variable, Physician Related Positively, deals with
the patients’ view of how physicians related to the patients during
the office visits.

Low scores indicate agreement with adjectives

such as “controlling” and “strict”; high scores with adjectives such
as “understanding” and “open minded.” ANOVA showed no
significant results for the effect of PKI (F (1,69) = 0.89, p = 0.35),
QAI (F (1,69) = 0.10, p = 0.76), or their interaction
p = 0.20).

(F (1,69) = 1.69

Means showed relatively small differences among the

variables; none was significant.
The third variable, Physician Encouraged Discussion, deals
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with the patients’ perception of how the physicians talked with
them and encouraged them to discuss their cases.

Some of the

adjectives used to describe how physicians spoke with them
involved their agreement (low score) with adjectives such as
“matter-of-fact” and “monologue”; and (high scores) with
adjectives such as “encourages discussion” and “promotes
dialogue.”

ANOVA showed that the PKI effect was marginally

significant (F (1,69) = 3.95, p = 0.05) while the QAI effect was not (F
(1,69) = 0.03 p = 0.87).

The interaction approached significance (F

(1,69) = 3.18, p = 0.08). The means suggest that after PKI, the
patients viewed their physicians more negatively, but only if the
patients had not also been given QAI.
The fourth variable, Physician Incorporated Patient Opinions
deals with the patients’ perception of to what degree the physicians
incorporated the patients’ opinions into the decision-making
processes.

ANOVA showed that neither the PKI (F (1,69) = 1.27, p =

0.26), nor the QAI (F (1,69) = 2.45, p = 0.12) had statistical effects.
The statistical interaction, however, approached significance (F
(1,69) = 3.18, p = 0.08).

When combined the two interventions tended

to influence the patients’ views that their opinions were being
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incorporated by the physicians into the planning process.

Means

show that either one of the interventions alone tended to reduce the
level of satisfaction, but combining the two or omitting both
resulted in higher ratings.
The fifth variable, Physician’s Manner, deals with patients’
views of physicians’ manner during the office consultations.

Low

scores indicated that the physician was perceived negatively, with
adjectives such as “hurried” or “cocky.”

High scores indicate the

physician was perceived positively, with adjectives such as
“gracious” or “caring.”

ANOVA showed no significant results for

either PKI (F (1,69) = 4.11, p = 0.60) or QAI (F (1,69) = 0.001, p =

0.97).

There was, however, a significant statistical interaction of

PKI with QAI (F (1,69) = 4.50, p = 0.04). PKI tended to cause the
patients views of their physicians to be more negative, but only if
the patients had not been given QAI.

With both interventions means

were higher.
The sixth variable, Physician Filled Expectations, deals with
patients’ views as to how well the physicians fulfilled their
expectations during office visits.

They responded to such

statements as, “He answered all of my questions about my
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condition” or “He sometimes interrupted me.”

Other potential

expectations were suggested in the interventions to which patients
could rate their level of fulfillment in the questionnaire.

ANOVA

showed neither PKI (F (1,69) = 1.97, p = 0.16), nor the QAI (F (1,69) =
0.12, p = 0.72), nor a combination of them (F (1,69) = 1.10, p = 0.30)
significantly influenced the patients’ perceptions of having their
expectations fulfilled.

Although not statistically significant, the

means suggests that PKI tended to cause the patients views of their
physicians to be more negative, but only if the patients had also not
been given

QAI.

This pattern was similar to those found for the

variables entitled Physician’s Manner and Physician Encouraged
Discussion.
The seventh variable, Patient Viewed Physician, deals with
patients’ views of physicians during office visits on a continuum
between negative and positive characteristics such as interestedbored or nervous-relaxed.

ANOVA also showed that PKI tended to

negatively influenced the patients’ views of their physicians (F
(1,69) = 6.44, p = 0.01).

There was also a significant interaction of

PKI with QAI (F (1,69) = 4.12, p = 0.046), but QAI by itself was not
significant (F (1,69) = 0.26, p = 0.61).
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PKI seemed to have caused the

patients’ views of their physicians to be more negative, but only if
the patients had also not been given QAI. When both interventions
were used the means were higher than for either one alone.

Patient Beliefs and Knowledge Effects
Table 20 shows variables denoting “Patient Effects” following
the office consultation.

Rating scales measured whether patients

had positive or negative views of themselves.

The first variable

Lifestyle Self-Efficacy, measured patients’ self-efficacy as it
applies to their perceived abilities to make changes in their health
habits.

ANOVA showed neither PKI (F (1,69) = 0.28, p = 0.60), nor

the QAI (F (1,69) = 1.37, p = 0.24) nor both (F (1,69) = 0.27, p = 0.60)
significantly influenced self-efficacy.

Means show relatively small

differences among the variables; none was significant.
The second variable, General Self-Efficacy, measures patients
level of certainty in controlling their behavior in non-specific areas
of their lives.

This global evaluation of patients’ perceived ability

to control their lives in general, contrasts Lifestyle Self-Efficacy
which focuses on certain health habits only.

ANOVA showed neither

PKI (F (1,69) = 0.10, p = 0.75), nor QAI (F (1,69) = 0.56, p = 0.46) nor
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Means and Standard Errors for Variables that
Table 20.
Involve Patients’ Knowledge or Perceptions of Themselves
Pre-knowledge (PKh
No

Yes
Yes

HQ.
Question Asking (QAh No

Yes

Lifestyle SelfEfficacy

6.32±.2

5.92±.3

6.51±.2

6.36±.2

General SelfEfficacy

4.52±.3

4.28±.2

4.62±.2

4.09±.2

Hypertension
Knowledge

28.5±1

32.8±1

31.4±1

34.6±1

Personal Health
Rating

6.01 ±.4

5.261.4

6.121.4

6.341.3

Personal Interactive
Self-Efficacy

4.911.3

4.871.4

4.891.3

6.361.3

Personal Overall
Change Rating

5.911.3

5.891.2

5.891.4

6.561.3

Patient Assertiveness 4.271.2
With Physician

4.901.3

4.391.2

5.071.2

Signif
icant
Effectt

Q**

* *

Q*

Note: Scale represents the level of patients’ positive perception of
the personal effects or outcomes from the study ranging from a low
of 0 to a high of 8.
tQ is the QAI effect, P is the PKI effect, I is the interaction.
*p < .10 - .05 for at least one effect. (See text for specific effects.)
* *p < .05 for at least one effect. (See text for specific effects.)
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both (F (1,69) = 0.45, p = 0.51) significantly influenced global selfefficacy.

The means show relatively small differences among the

variables; none was significant.
The third variable, Hypertension Knowledge, measures
patients’ knowledge of hypertension by asking 51 true or false
questions.

ANOVA showed that PKI had no significant effect (F

(1,69) = 2.04, p = 0.16) alone or in combination with QAI (F (1,69) =
0.17, p = 0.68).

QAI alone, however, significantly influenced the

patients’ knowledge of hypertension following office visits (F (1,69)
= 5.08, p = 0.03).

Means demonstrate that there was a greater

influence on patients’ knowledge of hypertension following QAI than
when the PKI was used alone.

The use of both interventions tended

further to increase the means.
The fourth variable, Personal Health Rating, permitted patients
to rate their own health following the office visits.

ANOVA showed

neither PKI (F (1,69) = 0.05, p = 0.83), nor QAI (F (1,69) = 2.30, p =
0.13) nor a combination of the two (F (1,69) = 1.91, p = 0.17)
significantly influenced patients’ views of their health.

Means

show relatively small differences; none was significant.
The fifth variable, Personal Interactive Self-Efficacy, enabled
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patients to rate their own interactive abilities following office
visits.

ANOVA showed no significant results for either PKI (F (1,69)

= .003, p = 0.96) or QAI (F (1,69) = 0.01, p = 0.92) alone.

There was a

significant interaction, however, when the two were used together

(F (1,69) = 5.70, p = 0.02).

Means demonstrate that following the

combination of both interventions the highest rating of interactive
self-efficacy was produced.

Following both interventions there was

a significant increase in the group mean.
The sixth variable, Personal Overall Change Rating, enabled
patients to rate their overall perceived change following the
interventions and the office visits.

ANOVA showed neither PKI (F

(1,69) = 0.001, p = 0.97), nor QAI (F (1,69) = 0.002, p = 0.97) nor both
(F (1,69) = 1.25, p = 0.27) to significantly influence patients’ ratings
of their overall change.

Though not statistically significant, the

combination of interventions tended to show higher scores and
better outcomes than with either intervention alone or with no
intervention at all.
The seventh variable, Patient Assertiveness With Physician,
deals with patients’ views of their interactions with physicians
during office consultations.

Patients were asked, among other
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things, if they perceived themselves as “passive”, “assertive”, or
“submissive” during their visits.

ANOVA showed neither PKI (F

(1,69) = 0.11, p = 0.74) nor PKI and QAI, interacting, to be significant
(F (1,69) = 0.01, p = 0.93). QAI alone, however, approached
significance (F (1,69) = 3.01, p = 0.09).

Though not statistically

significant, the combination of interventions did result in a higher
score and better outcome than with either intervention alone or no
intervention at all thus tending to increase patients’ assertiveness.

Effect

of

Assertiveness

on

Physician/Patient

Relationships

Table 21 shows the results of Pearson’s r correlations
between the patients’ ratings of the physician/patient relationship
and the Patient Assertiveness With Physician and Personal
Interactive Self-Efficacy.

Roter (1977) reported that when patients

were more assertive (asked more questions) they were less
satisfied with their physicians.
Significant negative correlations of Patient Decision Making
with Assertiveness was an interesting finding.

If patients were

more assertive, they presumably felt they were less involved in the
decision making process for their own care.
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The positive correlation

Table 21.
Pearson Correlations of Ratings of
Physician/Patient Relationship with Patients’
Assertiveness and Interactive Ability

Variables

Assertiveness
r
P

Perceived

Interactive
r

Ability
P

-0.299

0.01

0.041

0.73

Physician Related
Positively

0.114

0.34

0.144

0.22

Physician Encouraged
Discussion

0.134

0.26

0.039

0.74

Physician Incorporated
Patient’s Opinions

0.155

0.19

0.051

0.67

Physician’s Manner

0.223

0.06

-0.010

0.94

Physician Filled
Expectations

0.140

0.24

-0.048

0.69

Patient View
Of Physician

0.170

0.15

0.093

0.43

0.010

0.93

Patient Decision
Making

Patient Assertiveness
With Physician
Personal Interactive
Self-Efficacy

0.010

0.93
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ol the Physician’s Manner with Assertiveness approached
significance and suggested that as the patients asked more
questions they were more satisfied with the physicians’ manner.
This happened despite what seemed to be some negative feelings
toward having physicians take charge of some of their decision
making.

Negative feelings toward the physicians for being less

involved with their decision making may indicate a tendency toward
some dissatisfaction toward their physicians.

These correlations

may be artifacts since after a Bonferroni adjustment they would
have lost any apparent significance due to the distortion in alpha
values that take place with multiple significance testing.

A larger

sample size may have provided greater insight.

Physician

Perceptions

of

Physician/Patient

Relationships

Table 22 illustrates results of variables involving the
physicians’ perceptions of the patients’ views and the physicians’
perceptions of their own interactions with patients.

The rating

scales indicated whether the physicians had positive or negative
views of their patients and their own interactive abilities.
The first variable, Patient Decision Making, deals with the
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Table 22.
Variables that Involve Physicians’ Perceptions
of Patients’ and Their Own Interactions

Pre-knowledge (PKh

Yes

No
Question Asking (QA\)

Yes

No

No

Yes

Patient Decision
Making

2.84±.2

3.281.2

3.191.4

3.151.3

Physician Related
Positively

4.991.2

5.111.2

4.861.2

4.911.2

Physician Encouraged
Discussion

4.911.2

5.221.1

5.121.2

5.221.2

Physician Incorporated
Patient’s Opinions

5.211.3

5.831.2*

5.061.3

5.321.3

Patient Assertiveness
With Physician

4.481.2

4.341.1

4.161.1

4.631.2

Patient Perceived
Physician’s Manner

5.731.2

5.931.1

5.341.2

5.831.2

Patient Viewed
Physician

6.121.4

5.911.3

6.191.3

6.641.3

*p

< .10 - .05.

(See text for specific effects.)

Note: Scale represents the level of physicians’ perception of the
physician/patient interaction ranging from a negative of 0 to a
positive of 8.
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physicians’ views of who made the decisions during the office
visits, the patients or the physicians.

ANOVA showed that neither

PKI (F (1,69) = 0.687, p = 0.410), QAI (F (1,69) = 1.201, p = 0.277) nor
both (F (1,69) = 0.710, p = 0.403) significantly influenced the
physicians’ views of who made the decision.

Means show relatively

small differences among the variables; none was significant.
The second variable, Physician Related Positively, deals with
how the physicians feel they interacted with their patients during
the office visits.

ANOVA showed no significant results for PKI (F

(1,69) = 0.171, p = 0.680), QAI (F (1,69) = 0.137, p = 0.712), or both
(F (1,69) = 0.027, p = 0.870).

Means show relatively small

differences among the variables; none was significant.
The third variable, Physician Encouraged Discussion, deals
with physicians’ perceptions of how they spoke with patients and
encouraged discussion during the office consultations.

ANOVA

showed that neither PKI (F (1,69) = 0.506, p = 0.479), nor QAI (F
(1,69) = 1.159, p = 0.285) nor both (F (1,69) = 0.271, p = 0.604)
significantly influenced outcomes.

The means show relatively small

differences among variables; none was significant.
The fourth variable, Physician Incorporated Patient’s Opinions,
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deals with physicians’ perceptions of how much they sought the
patients’ opinions and brought them into the decision-making
process.

ANOVA showed that QAI (F (1,69) = 2.822, p = 0.098)

approached significance but that neither PKI (F (1,69) = 0.138, p =
0.711), nor a combination (F (1,69) = 0.500, p = 0.482) significantly
influenced physicians’ interest in incorporating patients’ opinions.
Means show relatively small differences among variables; however,
this QAI was the only variable that approached significance.
The fifth variable, Patient Assertiveness With Physician, deals
with physicians’ views of how they felt the patients interacted with
them during the office visits.

ANOVA showed that neither PKI (F

(1,69) = 1.318, p = 0.255), QAI (F (1,69) = 0.266, p = 0.608) nor both
(F (1,69) = 2.657, p = 0.108) significantly influenced the physicians’
views of the patients’ interactions.

The means show relatively

small differences among the variables; none was significant.
The sixth variable, Patient Perceived Physician’s Manner, deals
with the physicians’ perceptions of how they believed the patients
viewed the physicians’ manner during the office consultations.
ANOVA showed no significant results for either PKI (F (1,69) =
2.131, p = 0.149) or QAI (F (1,69) = 0.573, p = 0.452) individually or
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in combination (F (1,69) = 0.657, p = 0.420). The means show
relatively small differences among variables; none was significant.
The seventh variable, Patient Viewed Physician, deals with
how the physicians felt their patients viewed them during the office
consultations on a continuum between negative and positive.

ANOVA

showed neither PKI (F (1,69) = 1.97, p = 0.16), nor QAI (F (1,69) =
0.12, p = 0.72) nor both (F (1,69) = 1.10, p = 0.30) significantly
influenced the physicians’ perceptions of how their patients viewed
their physicians’ attitude.

Means show relatively small differences

among variables; none was significant.

Lifestyle Self-Efficacy and
Physician/Patient

Patient

Perceptions of the

Relationship

Table 23, Correlations Between Lifestyle Self-Efficacy and
Patient Perceptions of the Physician/Patient Relationship, shows no
variable to be significant or even to approach significance.

Physician

Predictions

of Patient

Perceptions

Table 24, Correlations Between Patient’s Perceptions of the
Physician/Patient Relationship and the Physicians’ Predictions of
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Correlations Between Lifestyle Self-Efficacy
Table 23.
and Patient Perceptions of the Physician/Patient
Relationship

Pearson r

P

n

Patient Decision Making

-0.03

0.816

73

Physician Related Positively

-0.01

0.956

73

Physician Encouraged
Discussion

-0.11

0.348

73

Physician Incorporated
Patient’s Opinions

0.19

0.107

73

Positive Interactions
With Physician

0.11

0.361

73

Physician Manner

0.09

0.441

73

-0.02

0.883

73

Variable

Patient Viewed Physician
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Table 24.
Correlations Between Patients’ Perceptions of
the Physician/Patient Relationship and the Physicians’
Predictions of the Patients’ Perceptions

Pearson r

P

n

Patient Decision Making

0.24

0.047*

72

Physician Related Positively

0.25

0.031*

73

Physician Encouraged
Discussion

0.26

0.023*

73

• 0.14

0.228

73

Positive Interactions
With Physician

0.18

0.123

73

Physician Manner

0.31

0.007*

73

Patient Viewed Physician

0.25

0.031*

73

Variable

Physician Incorporated
Patient’s Opinions

*p < .05
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the Patients’ Perceptions, shows that Physician’s Manner had a
modest correlation that was statistically significant (p = 0.007).
All other variables except Physician Incorporated Patient’s Opinions
and Patient Assertiveness With Physician were significant.

The

ones that were not significant still were positive and in the
predicted direction.

All of the correlations, however, tended to be

low with even the highest (Physician’s Manner) accounting for less
than 10% of the variation.

Summary of Results
An overall view of the data shows interesting but little by way
of conclusive results.

The following identifies the most remarkable

findings:
1. The Physician’s Manner, the Patient Viewed Physician, the
Physician Encouraged Discussion, the Physician Related Positively,
and the Physician Filled Expectations showed a pattern of more
negative scores when PKI was used alone. The first two scores were
significant while this pattern only approached significance in the
third case and was not significant in the last two cases.
addition of QAI seemed to eliminate the negative trend.
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The

2. Hypertension Knowledge, Patient Assertiveness With
Physician, Patient Decision Making, and Physician Related Positively
showed a tendency toward higher scores when QAI was used with or
without PKI.

The first score was significant while the remainder of

the cases, except for the last, approached significance.
3. Personal Interactive Self-Efficacy scores were increased only
when the two interventions were used together.
4.

Physicians’ perceptions of patients and their own

relationships with the patients were not influenced by the
interventions.
5.

Physician and patient ratings of the physician/patient

relationship correlated rather weakly, except for Physician Manner
which was moderate.
6.

There was a slight tendency for increased assertiveness to be

associated with the patients’ feelings that they had less control
over the decision making for their own care, thus resulting in less
satisfaction with their physicians.
It should be kept in mind that the number of participants was
fewer than planned and the potential data contamination from the
first questionnaire was not anticipated.
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Even so, there were

interesting patterns to the statistical outcomes.
discussed in Chapter V.
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These will be

Chapter V

Discussion
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Discussion

Overview
The initial program design called for the participation of ten
osteopathic physicians with a minimum of 16 patients each.

As

time passed it became evident that this expectation could not be
realized without a major extension of both the study period and
physician base.

Originally, it was hoped that by offering physicians’

office staffs an incentive of $12.50 for each four women who joined
and completed the study, there would be an abundance of
participants.

We calculated that if each office enlisted 16 women

the office staff could receive $50.00.

Unfortunately, that

expectation was not to be met.
Physicians joined readily, but only a few listened carefully to
the protocol, no doubt thinking that their office staff would be able
to do the required work.

After the physicians filled out their initial

questionnaires and authorized the investigator to work with their
patients, a letter was given to each of their designated office
staffs.

In that letter they were told of the incentive and that they

should first go through their physicians’ files and select the names
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and telephone numbers of 20 female hypertensive patients and send
them to the investigator.

These names and telephone numbers came

in slowly and sporadically; repeated calls to the office staff were
required to encourage their participation.

Patients were phoned

within three days of receipt of their names.

They were told they had

been selected by their physicians to be a part of a high blood
pressure study.

They were told the study was conducted through the

Loma Linda University School of Public Health and that they were
being asked to participate.

They were also asked for permission for

the researcher to review their high blood pressure records with
their physicians.
Initial acceptance seemed excellent and only about seven
women chose not to participate.
patient.

Work sheets were prepared for each

The first section contained her name, address, phone

number, age, and the date she agreed to join the study.

This work

sheet was sent to her physician’s office where sections two and
three were completed.

Section two was filled out by the office

staff from the patient’s records with a list of diagnoses, all
medications currently prescribed, the patient’s height, weight, blood
pressure and the date of her last visit.
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Section three was completed

by the physician, who briefly indicated what changes he would
probably make in the patient’s treatment plan, if at her next visit,
her blood pressure were not controlled by her current care plan.
Repeated telephone calls were necessary to get the offices to
return the completed work sheets.
three months to return them.
over such a long time.

Some offices took as long as

Many patients probably lost interest

Upon receipt of the work sheet, the

investigator assigned the patient to one of the four study groups and
prepared and mailed the packet to the patient.

Two to three more

months passed before any of the offices began collecting the
returned packets.

By telephoning individual patients, the

investigator was able to increase the return over the next two
months.

Although not documented, it seemed that those patients

receiving interventions were more likely to return with their
packets to their physicians than those who were sent questionnaires
alone.
Several office assistants informed the investigator that their
physicians were too busy to complete the one sheet evaluation of
their patients immediately after seeing them.

A month or more

passed between some of the patient visits and the physician’s
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completion of his post test (DrC^) that evaluated that particular
patient.

It was reported, further, that some patients were in a hurry

after seeing the physician and took their post visit questionnaires
(PtQ2) with them, promising to return them by mail.
Only 73 patients completed the study in one of four treatment
groups.

The four groups consisted of 16 patients in the control

group that received no intervention, 16 patients in the PreKnowledge Intervention (PKI) group, 20 patients in the Question
Asking Intervention (QAI) group, and 22 patients in the group who
received both interventions.

Despite the inability to achieve the

desired group size, there were still some significantly meaningful
results.

Demographics
The ten D.O. physicians were all Caucasian and had been in
general practice for three to 18 years.

They were 33 to 59 years old

with a mean age of 42.6 years. The national average age for D.O.
physicians is 45 years (American Osteopathic Association 1992),
thus this group seemed to be quite representative of those
physicians in practice at least with respect to age.
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The patients who were able to remember the first anti
hypertensive drug prescribed for them, reported a wide variety of
medications.

This seemed to indicate that the physicians treating

the patients at the time of their first blood pressure prescriptions
were quite varied in their approach to treatment.

This did not

necessarily reflect the prescribing practices in the group of
physicians participating in this study.

The medications presently

prescribed, however, did provide a better hypertension treatment
profile of the participating physicians.

It must be kept in mind that

the patients’ hypertensive conditions and treatments ranged from
just a few months to many years.
Eight of the physicians exercised regularly suggesting that
they were strongly committed to exercise and likely to encourage
their patients to do the same.

One physician had hypertension while

six had close relatives with it.

None reported smoking and none

reported drinking over two glasses of beer or wine or two shots of
distilled spirits per day.
Research subjects were limited to women above the age of 40
years with primary hypertension.

These limitations restrict any

generalization of the results of this study to younger women and
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men as well as to all non-hypertensive persons.

The ages of these

predominantly Caucasian married women ranged from 41 to 76 years
which seems typical of that which might be expected for female
hypertensives.

Their heights varied from 51 to 69 inches, their

weights from 95 to 350 pounds.
medium body frames.

Most of them felt they were of

The length of time they had been treated for

high blood pressure ranged from three months to 30 years and the
length of time with their present physicians ranged from one month
to twenty years.

(There was a mild discrepancy in that the longest

time any of the physicians in the study had practiced was 18 years.)
The patients’ education levels ranged between six to 19 years
and averaged 12.4 years, just a bit beyond high school.

Family

incomes were scattered from below $10,000 to above $70,000 per
year and the majority lived in suburban communities.

Data showed

that 83.6% of these patients had family members with hypertension
and less than half reported exercising regularly.

Eighty percent

related they did not smoke and 94.4% reported they did not drink
over two glasses of beer or wine or two shots of distilled spirits
per day.
The results of this study need to be tested on patients with
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other health problems, on males, and on younger females as these
findings may not directly transfer to other populations.

Analysis of Data
Patients
Demographic data suggest that the application of findings from
this study may be restricted to women with hypertension in and
above the fourth decade of life.

The transferability of findings from

this study to other populations can not be assured without further
studies.

It was noted that although eight of the ten physicians

exercise regularly, less than half of the patients do.

There seemed

to be a disparity between the exercising physicians and the large
percentage of non-exercising patients.

Patients’

Perceptions

The questionnaires were organized into variables that involved
the patients’ perceptions of themselves (internally directed) and of
their physician/patient relationships, (externally directed).

All of

the variables that involved the patients’ perceptions of themselves
except Hypertension Knowledge, had implications as to self131

efficacy.

Perceptions of themselves may have been more difficult

for the patients to identify as they dealt with subjective or internal
evaluations which were probably more difficult to quantify.
Perceptions of the physician/patient relationships, being more
objective or external, may have been easier for the patients to
assess.
This distinction between internal and external focus seems
important.

As an example, a person who believed he could jump six

feet without having ever done so could certainly hold such a
perception, but should he have actually succeeded in such a jump, he
would have tested his self-belief and his perception of his ability
would be quantifiably greater.
In the case of the Personal Interactive Self-Efficacy rating
which was internally focused, each patient had an opportunity to try
out her interactive ability in the physician’s office just prior to
completing her final questionnaire (PtC^)these particular skills.

This allowed her to test

Having noted she had increased her

interactive skills she was able to express a heightened selfawareness that was reflected in a higher self-efficacy rating.
The Personal Health Rating and Personal Overall Change Rating
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were also internally focused measures of self-efficacy.

The lack of

significant findings may be due to the fact that little change in
personal health or overall change in themselves could be perceived
during the brief time of the study.

Also, hypertension is an

asymptomatic disease, making it especially difficult for the patient
to be aware of changes in health, for better or worse.

Similarly, the

Patient Assertiveness With Physician rating may have required more
time to mature the patient’s sense of becoming more assertive.
Additionally, patients may have felt less inclined to identify with
“assertiveness” since it could be viewed by some to be aggressive
and unladylike, but they may have felt more comfortable with the
term “interactive.”

This may suggest why patients identified more

with Personal Interactive Self-Efficacy than with the Personal
Assertiveness With Physician.
It is quite likely that in those areas where a patient was able
to test herself (e.g.

interact positively with her physician), her

ratings would tend to be increased, but where her perceptions were
not easily tested or she had not yet had opportunity to be tested
(e.g., change in blood pressure control behavior), it may have
required more time and reinforcement to measure any change in self-
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efficacy ratings.

Discussion of the QAI and PKI and their interaction

will help explain the dynamics of the study.
QAI produced higher scores (positive perceptions) when used
alone or in combination with PKI in areas of Hypertension
Knowledge, Patient Assertiveness With Physician, Patient Decision
Making, and Physician Related Positively.

The first effect was

significant, the second and third approached significance, and the
fourth merely indicated a trend.
especially improved by QAI.

Knowledge of blood pressure was

The other variables showed a positive

trend toward improvement that might have reached statistical
significance with a larger number of patients.
PKI produced lower scores (fewer negative perceptions) when
used alone than when used in combination with QAI.
lower scores than with no intervention.

It also produced

This was shown in

Physician’s Manner, Patient Viewed Physician, Physician Encouraged
Discussion, Physician Related Positively, and Physician Filled
Expectations.

The first two scores were significant, the third

approached significance, and the last two merely indicated a trend.
With these findings it might be asked, “Why not just use QAI for
maximum results and avoid any negative effects of PKI.”
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Interactive effects of both the QAI and the PKI demonstrated a
significantly positive effect on the Personal Interactive SelfEfficacy scale.

This rating was improved when both interventions

were used, thus suggesting that if it were important to improve
patients’ perceptions of their interactive ability, both should be
used.

It was shown, however, that PKI should not be used without

QAI as QAI seemed to have a protective effect on the outcome.
Suggestions as to why QAI seemed to protect from the
negative effects of PKI may have related to information giving and
foreknowledge.

It is conceivable that additional information about

the physician’s future plans should their blood pressure not be under
control may have been perceived as threatening. This may have
suggested to the patient that she was not as healthy as she would
like to think.

When the patient was encouraged to be assertive

through question-asking, there may have been a degree of
empowerment that made PKI less negative and in the case of the
Personal Interactive Self-Efficacy lead to even more positive
responses.

The Personal Interactive Self-Efficacy did not improve

with QAI alone, thus suggesting that efficacy, a patient’s view of
her interactive ability, may have required both encouragement to ask
135

questions and an increased knowledge on which to frame the
questions.
The sections entitled General Self-Efficacy and Lifestyle SelfEfficacy were designed to measure general and blood pressure
lifestyle behavior specific self-efficacy, but showed no significant
effects.

This may have been because the patients made only one

office visit following the intervention.

Had the patients received

some reinforcement following the office visit and had their selfefficacy re-measured after a return visit, the outcomes may have
been more significant.
The measure of Personal Interactive Self-Efficacy , as stated
above, was found to be significantly improved by the combination of
PKI and QAI. The Personal Overall Change Rate as a test of specific
self-efficacy also showed a similar pattern, but was not significant.
In these cases a larger sample could perhaps have changed some of
the variables from merely indicating a tendency to actually
becoming significant.
There was a slight showing that increased question asking and
assertiveness tended to be associated with patient feelings that she
was permitted less decision making in her health care.
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This may

suggest some loss of satisfaction with increased question asking as
was reported by Roter (1977).

None of the other variables, however,

substantiated this reverse association.

It might be speculated that

using PKI may have provided added insight to the patients and thus
protected the physician from the negative effects or perhaps the
sample was just too small to show them.

Summary of Analysis of Patients’ Data
Variables that involved patients’ perceptions of the
physician/patient relationship tend to focus outward, while
variables that focused on hypertension knowledge and self
perception tended to focus inward.

The outward focused variables

may have been more easily seen and evaluated by the patient, while
the inward focused ones may have been more difficult for the
patient to identify and may have required more time to perceive
changes.

As an example, a patient may easily have determined how

she viewed her physician or how her physician related to her, which
was outwardly focused. On the other hand, a person may have
required considerable time to perceive whether she had increased
her own self-efficacy.

Even with better knowledge of hypertension
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the patient may not have been aware that she had internalized
additional information until she was required to recall and use it.
Inward focused perceptions seemed difficult to evaluate over a
short period of time.

Additionally, it may have been easier for us to

focus on how others behaved than on how we ourselves behaved since
during the behavior our focus was usually outward (Storms, 1973).
It appears that PKI had a negative effect when used alone in
that it seemed to lower the patients’ general opinion of their
physicians in five of the above sections.

Since the QAI in those

instances only seemed to reduce the negative effect of PKI, it may
have been asked if it would be better not to use either.

The

empowerment to ask questions was, however, capable of improving
the patient’s assertiveness and increasing her knowledge.

It was

also shown that there was a statistically significant interaction
when both PKI and QAI were used together in the patients’ self
rating of their interactive abilities following the office visits.

This

indicated that they had increased their specific self-efficacy for
perceived interactive ability.
The General and Lifestyle Self-Efficacy questions produced no
statistically significant findings nor did the Personal Overall
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Change Rating or the Personal Health Rating. Such effects may have
been too much to expect from a simple intervention in a single
session.

Perhaps if such interventions were used over several

sessions a greater response could be elicited.

Succinctly, QAI could

be used by itself, but if PKI were to be used, it should not be used
without QAI as it would tend to lower the patients’ opinion of their
physicians.

If QAI were used by itself, however, the evidence is that

no change would take place in Personal Interactive Self-Efficacy.
Roter (1977) suggested that increasing assertiveness tended
to decrease a patient’s satisfaction with the physician.

In this

study increased question asking and assertiveness tended to be
associated with the patient feeling that she had less decision
making in her health care, thus potentially creating a sense of
decreased satisfaction.

Nevertheless, none of the other variables

relating to a positive perception of the physician showed any sign of
a negative correlation with assertiveness.

Thus, if Roter is

confirmed, it is a very weak confirmation.

Physicians
The ten physicians who participated in this study represented
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a cross section of active osteopathic physicians in a suburban
environment.
the study.

They were most gracious in agreeing to assist with
Unfortunately, few of them listened carefully to the

explanations or read the letter that outlined the protocol.

It seemed

they expected the tasks could be completed by their office staff.
Getting the physicians to complete post visit questionnaires was
most difficult, but having them complete them immediately after
the patient visit was nearly impossible.

This inability to complete

them in a timely manner probably resulted in an inability to make
significant observations of changes in their patients.

Physicians’

Perceptions

of

Physician/Patient

Relationships

Data obtained from physicians on their post visit questionnaire
which involved the physician’s perceptions of the patient’s views
and the physician’s perceptions of his own interactions were
basically flawed.

None of the physician questions sections showed

distribution patterns suggestive of any significant activity.
Considering the physicians’ delay in completing the post visit
questionnaires, it can be readily understood why no statistically
meaningful assessment was possible.
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Questions relating to the

patient’s assertiveness, or information seeking, or how the patient
viewed the physician, or perceived his manner could only be guessed
if they were not answered immediately after the interview.

Physicians’

Predictions

of Patient

Perceptions

The correlations between the patients’ perceptions and what
the physician predicted them to be were moderate to small, but
showed high statistical significance.

The physicians were mildly

successful in predicting how their patients would respond to
decision making, how their physician related to them, how much he
encouraged discussion, how they viewed him as a physician, and
especially how they perceived his manner.

The physicians did not

succeed in predicting how the patients would respond to questions
about the physicians incorporating their opinions into his decisions
nor to what extent the patients perceived their interactions to be
positive during the visits.

Summary of Analysis of Physician Data
The difference between these sets of questions and those
asked in the physician perceptions of the physician/patient
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relationships is that they represent the physician’s ability to
predict what their patients will perceive.

The physician proved to

be capable of making these predictions except where he tried to
predict whether the patients would think he was incorporating their
opinions into his decision making.

Again, the physicians failed to

predict the patients’ perceptions of their interactions during the
office visits.

Correlations

Between

Physician and Patient Variables

Correlations were examined to see what effect assertiveness
and interactive ability had on physician/patient relationships.

Only

Patient Decision Making showed a significant value and it was
mildly negative.

This indicated that as assertiveness increased, the

patients’ satisfaction with their physicians decreased.
Manner approached significance.

Physician’s

The finding was mildly positive

which tended to show that as assertiveness increased, there was a
perception that the physicians’ manner was more positive.
Correlations between Lifestyle Self-Efficacy and Patient
Perceptions of the Physician/Patient Relationship, shows no
variable to be significant or even to approach significance.
142

Therefore, correlations failed to associate Lifestyle Self-Efficacy
with how positive the relationships were between the physician and
patient.
Correlations Between Patient’s Perceptions of the
Physician/Patient Relationship and the Physicians’ Predictions of
the Patients’ Perceptions indicates that Physician’s Manner had a
modest correlation that was statistically significant.

All other

variables except Physician Incorporated Patient’s Opinions and
Patient Assertiveness With Physician were significant.

Those that

were not significant still were positive and in the predicted
direction.

All of the correlations, however, tended to be

low with even the highest (Physician’s Manner) accounting for less
than 10% of the variation.

Contrast between Expectations and Findings
The probable contamination of the pre-test questionnaire by
patients reading the instruments prior to completing them
eliminated a set of data that may have provided additional insight
into the effectiveness of the interventions.

All of the parameters

that were examined in both the patient and physician questionnaires
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would hopefully have shown statistically significant improvement.
It was hoped that both instruments would be effective in improving
patient outcomes as perceived by themselves and as observed by
their physicians.

Evaluation of the two interventions on the patients

with a higher degree of certainty would have been desirable.

It was

possible to determine the effectiveness of interventions
individually and interactively, but the data were not as robust or the
statistics as significant as was hoped.
Nevertheless there were patterns suggesting that QAI was able
to positively influence Hypertension Knowledge, Patient
Assertiveness With Physician, Patient Decision Making, and
Physician Related Positively.

There were patterns that suggested

that PKI when used alone was likely to negatively effect Physician’s
Manner, Patient Viewed Physician, Physician Encouraged Discussion
Physician Related Positively, and Physician Filled Expectations. The
analysis also suggested that if PKI were used, it should not be used
without QAI as such use seemed to be protective.

There was a

significant combined effect on the Personal Interactive Ability
Rating score that can be seen to have positively effected the
patient’s specific self-efficacy for her perceived interactive
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ability.

This suggests that if Personal Interactive Self-Efficacy is

to be improved simply urging the patient to ask more questions may
not be enough. Some knowledge upon which to base the questions
may be necessary.
The reduced number of patient participants in the study
resulted in the statistics being less remarkable than had been
anticipated.

The physicians, according to protocol, were requested

to complete a one page patient assessment immediately following
each patient consultation.

Failure to have done so in a timely way

probably resulted in their inability to make any observations that
would differentiate the treatment groups.

Another possibility could

be that the patient exposure to the interventions was not long
enough to make any change perceptible to the physician.
Interestingly, there were moderately statistically significant
correlations showing that physicians were able to predict the
patients’ perception of them, their physician/patient interaction and
other variables.

This would indicate that the physicians are mildly

adept at predicting what their patients think about them and their
relationships, but it could simply be the result of the physicians’
ability to make generalized predictions of how their patients of a
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particular type responded rather than being able to accurately
predict what a particular patient felt.

This is what Cronbach (1955)

referred to as stereotype accuracy.
Again, it was anticipated that patients would have achieved
greater responses to both PKl and QAI interventions.

The poor

physician participation in response to requests for patient
information resulted in excessive time delays between soliciting
the patient participation and the receipt of their packets.

Had the

delays been minimized, patient interest might have remained high
thus resulting in greater participation and better outputs.
Finally, the time delays from poor physician participation in
response to requests for patient information, the delay of the
patient seeing the physician after receiving the packet, and the
delays in completing both the physician and patient post test
questionnaires impacted the results in the direction of no
differences among the groups.

Yet there were differences among the

groups indicating that without such unplanned occurrences the true
effects may have been stronger and more powerful.

146

Patients’

Perceptions

of

Physician/Patient

Relationships

Patients’ perceptions of the physician/patient relationships
were evaluated with seven sets of questions that tended to focus
outward from the patient to the relationship.

The first, Patient

Decision Making, showed a tendency approaching significance for QAI
to increase decision making.

The second, Physician Related

Positively, showed no significant findings, yet as will be seen
below, there is a hint of a pattern that when PKI is used by itself
the means are diminished unless used in combination with QAI.
The third, Physician Encouraged Discussion, showed that PKI
was marginally significant while QAI was not.

It appears that PKI

made patients view their physicians more negatively if they had not
been given QAI.

The fourth, Physician Incorporated Patient’s

Opinions, showed no statistical significance for either factor by
itself, but each approached significance as it tended to reduce the
means.

Therefore, combined or absent both, the means were higher

than with either alone.
In the fifth, Physician’s Manner, there were no statistically
significant findings for either PKI or QAI alone, however, there was
a statistically significant interaction between the two.
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PKI made

patients view their physicians more negatively, but only if patients
had also not been given QAI. The sixth, Physician Filled
Expectations, although not statistically significant, the means
suggest that PKI tended to make patients view their physicians more
negatively, but only if patients had also not been given QAI.
The seventh, Patient Viewed Physician, showed that PKI
negatively influenced the patients’ views of their physicians
significantly.

There was also a significant interaction of PKI with

QAI, but QAI by itself was not significant.

The PKI’s negative effect

on the patients’ view of their physicians was present only when
patient had not been given QAI.
five, six, and seven above.

This tendency is seen in two, three

They are not all significant, but with

recurrence of the pattern it bears further investigation.
One can conclude that if PKI is to be used at all, it should not
be used without QAI, since doing so tends to make the patient view
the physician more negatively.

A suggestion as to why PKI may

reduce the positive effects of the physician/patient encounter would
be that it represents additional information giving and may be
perceived as controlling by the patient.

The “protective” effect

obtained by using the QAI may be associated with empowerment of
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the patients by encouraging them to ask more questions and seek
additional

information.

Patients’

Hypertension

Knowledge and

Self-Perceptions

Patients’ increased knowledge and self-perceptions were
evaluated with seven sets of questions that tended to have an
inward focus.

The first and second were Lifestyle Self-Efficacy and

General Self-Efficacy.

Neither demonstrated any findings that were

statistically significant.

The third, Hypertension Knowledge

showed that QAI alone significantly influenced the patients’
knowledge of hypertension.
variables.

The means were increased by using both

The fourth, Personal Health Rating, showed no

statistically significant findings.
The fifth, Personal Interactive Self-Efficacy showed a
statistically significant interaction when both PKI and QAI were
used. The sixth, Personal Overall Change Rating, showed no
statistically significant results.

The seventh, Patient

Assertiveness With Physician, showed QAI approached significance
when used alone.
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Chapter VI

Summary, Recommendations and Conclusions
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Summary, Recommendations and Conclusions

Summary
This study was a multi-intervention trial, using a PreKnowledge Intervention (PKI), a Question Asking Intervention (QAI)
both, and neither.

The PKI group contained an interactive treatment

plan with foreknowledge of potential changes to the patient’s high
blood pressure treatment and QAI group encouraged increased
assertiveness through question asking.

Questionnaires were

developed for physicians and patients to measure changes in pre
test/post visit status.
The initial patient questionnaires (PtQi) were not used in the
final analysis since it appeared that the results may have been
contaminated by patients reading the intervention materials prior to
completing these initial questionnaires.

Another set of data that

proved to be flawed was that of the post visit physician
questionnaires (DrQ2).

In retrospect it was learned that few, if any,

of the physicians completed DrQa immediately after seeing their
patients.

Reports were obtained that some physicians did not

complete them for over a month after the office visit.
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The key finding was that encouraging patients to ask questions
is more important than providing them with knowledge of their
future care.

For many variables, positive effects were observed in

the patients’ perceptions of the physician/patient relationship.
contributed substantially more to those effects than did PKI.

QAI
For

some of the variables, PKI enhanced the effects when used in
combination with QAI.

It was apparent, however, that PKI, alone,

tended to increase patients’ negative perception of their physicians
and therefore should not be used without the QAI.
The QAI intervention had a statistically significant effect on
patient Hypertension Knowledge. The combined use of the two
interventions significantly increased the patients’ Personal
Interactive Self-Efficacy rating.

QAI when used alone approached

significance in Patient Assertiveness With Physician rating as
patients viewed their interactions with their physicians as more
assertive than previously.

Although not statistically significant

the combined use of the interventions tended further to increase
patients’ perceptions of being more assertive.
Patients’ perceptions of the physician/patient relationship
tend to focus outwardly, while the variables that focus on
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hypertension knowledge and self-perception tend to focus inwardly.
It seemed easier to assess the outwardly focused patients’
perceptions as they could be more easily seen by the patients.

The

inwardly focused perceptions were more difficult to quantify unless
patients had recently “tested” them.

For example, during the office

visits the patients could “test” their question asking abilities, thus
giving proof to the patients that some internalization of belief or
understanding had occurred.
Increased question asking and assertiveness tended to relate
to patients’ feelings that they were allowed less decision making in
their health care.

That perception could be interpreted as decreased

patient satisfaction.

Other parameters, however, did not show this

inverse relationship.

This study may weakly support Roter (1977)

who found that increased questioning caused decreased patient
satisfaction with their physician.
Immediately following the office visit, physicians were to
complete a post visit questionnaire.

This questionnaire was

intended to provide two major sets of data.

The first included

information selected to evaluate the physician/patient relationship
to determine if the physicians were able to detect changes in the
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interaction that could relate to the interventions given the patients.
This evaluation was thwarted as the physicians did not complete the
questionnaires in a timely fashion.

Essentially none of the physician

questionnaires were completed immediately after the consultation
and many physicians took a month or more to complete.
The second data set was designed to demonstrate how
effective the physicians were in predicting their patients’
perceptions of them and of their physician/patient interactions.

The

physicians were successful in predicting all but how their patients
would respond to questions about the physicians’ willingness to
incorporate their opinions into the decision making process and how
the patients perceived their interaction effectiveness during the
visit.

The physicians’ success was shown by moderate correlations

with statistical significance.

In general the physicians showed

some ability to predict accurately how the patients were going to
respond.
Following Klein (1988) who specifically called for studies to
learn more about the physician/patient relationship and its effects
on hypertension, female hypertensives were selected to evaluate
two instruments and further explore the physician/patient
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interaction.
It was shown that patients must not only be informed about
their health status, but encouraged and equipped to take on a new,
more active role in their health care (Sackett, Haynes, Gibson,
Hackett, Taylor, Roberts, and Johnson, 1975; Haynes, Gibson,
Hackett, Johnson, Sackett, Taylor, and Roberts, 1976).

The QAI

provided patients with a means of actively helping themselves make
a difference within the physician/patient interaction.
Changes in the behaviors of professionals and patients evolve
slowly according to Schulman (1979), but active patient involvement
is highly predictive of the patient’s physical, cognitive, and
behavioral responses to treatment.

This study provided patients

with information, foreknowledge, and a form of assertiveness
training.
Application of research to patient interventions is an
important and relatively underdeveloped focus.

Those studies that

employ patient interventions have shown favorable effects.

"This is

clearly an area that needs further elaboration and has tremendous
potential for health education trials" (Roter and Hall, 1989).
This study was designed to demonstrate how the patient may
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be enabled to develop a self-directed, time efficient, and quality
interaction by the use of inexpensive, challenging material.

It was

intended to be a simple intervention which can prepare the patient
for a rewarding and productive consultation with the physician.

Summary of Research Hypotheses Conclusions
The first hypothesis statement suggests that a patient with
foreknowledge of her physician’s care strategy (PKI) would enhance
physician/patient interaction and that this in turn would increase
patient knowledge and enhance patient self-efficacy for self-care.
This did not prove to be the case.

The PKI by itself did not increase

either the patient knowledge or enhance patient self-efficacy in any
measured parameter.
The second hypothesis statement suggests that by increasing a
patient’s question asking ability (QAI) it would enhance her
physician/patient interaction and in turn increase her knowledge and
enhance her patient self-efficacy for self-care.

The QAI by itself

significantly increased patients’ knowledge of hypertension.

It

produced higher scores (positive perceptions) in several variables
when used alone or in combination with PKI.
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By itself it had no

effect on self-efficacy in any measured parameter.
The third hypothesis statement suggests that by using the two
interventions above in combination there would be an enhancement
of the physician/patient interaction greater than with either
intervention alone and that the combination would increase patient
knowledge and self-efficacy for self-care more than either one by
itself.

The interactive effects of both PKI and QAI demonstrated a

significantly positive effect on the Personal Interactive SelfEfficacy sale.

The study suggested that the use of both

interventions would be better than either by itself, but certainly the
PKI should not be used without the QAI.
The fourth hypothesis statement suggests that patient’s
lifestyle self-efficacy would be improved as the interpersonal
styles of the patient and her physician become more positive.

No

significant association could be found between the Lifestyle SelfEfficacy and how positive the relationships were between the
physician and patient.
The fifth hypothesis statement suggests that the physician’s
perception of his interpersonal style will correlate with the
patients’ perception of the physician’s interpersonal style.
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The

correlation showed some ability of the physician to predict what the
patient would perceive his interpersonal style to be.
The sixth hypothesis statement suggests that the patient’s
perception of her interpersonal style would correlate with her
physician’s perception of that patient’s interpersonal style.

The

physician, however, was unable to predict the patients view of
the patient interactive style, but was able to make some weak
predictions as to patient decision making.

Had the physicians

completed the patient evaluations in a timly manner they may have
proved to be better observers.

Recommendations
Implications of this Study for New Research
A larger and more comprehensive study of patient-centered
interventions should produce additional useful information.

By

providing a variety of educational and motivational instruments the
patients may be more effectively informed and directed as how best
to take action based on increased knowledge and improved selfefficacy.

Further research should attempt to discover the factors

which can maximize patients’ question-asking ability and other
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acceptable assertiveness.

Other medical conditions should also be

amenable to this type of improved communication and provide
increased quality time with the physician.
The following is a brief listing for future research that is
suggested by the results of this study:
1. It is important that continued development and testing of
simple, low personnel-intensive methods of patient intervention be
pursued (Roter 1977 and Greenfield, Kaplan, and Wares 1985).
2. Multiple simple interventions should be tested alone and in
combination in physicians’ offices to evaluate their relative
effectiveness and identify any interactive components.

This study

showed that the effect of a single intervention can be misleading
and that the testing of several interventions simultaneously is
desirable.
3. Should additional development of the QAI and PKI instruments
be undertaken it would be advisable to modify and streamline them
prior to retesting.

The questionnaires also need to be shortened

before reuse.
4. The study time should be lengthened in order for patients to
have time to develop perceptions of internal change.
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5. The number of participants needs to be increased to strengthen
the statistical findings.
6. It would be well to study further whether the increased
assertiveness offered by the QAI may be viewed as an empowerment
of the patients.

Patient empowerment and assertiveness in the

medical setting represent parameters that would be interesting to
evaluate.
7. It would be interesting to learn why PKI did not induce any
positive changes in any measurable variable, but when used together
with QAI induced an increase in Personal Interactive Self-Efficacy.
It would be helpful to measure patients’ reactions to PKI to see if it
is perceived by them as merely an additional attempt at controlling
them, commands from their physicians, or just more of the same
information and thus redundant material.
8. Additional investigation into the protective effect of the QAI
over the negative perceptions that the patients seem to develop
when receiving only the PKI would be enlightening.
9. It would be interesting to learn why the combination of PKI
and QAI are necessary to increase Personal Interactive SelfEfficacy, but both are not necessary to increase Hypertension
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Knowledge.

Avoiding Pitfalls in Future Related Research
The following are some pitfalls that should be avoided in
future related research:
1. Avoid early contamination of the data by taking additional
precautions that patients will complete the questionnaire prior to
reading any of the intervention materials.

This could be done by

having the packet contain a separate envelope with the intervention
materials.

That envelope could be labeled with a large sticker

indicating that patient should complete the questionnaire before
opening the sealed envelope.
2. The physicians did not take the time to adequately or promptly
complete the final questionnaire which was more of a patient and
self-evaluation.

If the physician were more aware of the study and

not just a participant as in this case, perhaps he would become more
involved.

This would allow the physician to have insight into what

the patients were experiencing.

This would have the disadvantage of

sacrificing any blinding that would be imposed.

Having the physician

participation, however, would be better than not having it and it
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could be considered a reasonable compromise.
3. Most of the patients were unable to do a good job of recalling
their history of blood pressure medications.

If this is of research

importance, future researchers should be advised to gather
medication data, not from patients, but from physicians or their
records.

Incidentally, this is a valuable research finding in itself:

“patient recall of their blood pressure medication history is poor.”
4. Asking a physician to make an off-the-cuff estimate of the
number of female hypertensives among his patients proved to
generate unreliable data.

Investigators would do well to acquire

such information by randomly sampling some of the physicians
charts (or computer records) and make an estimate from that data.
This would certainly provide more reliable information on the
number of hypertensive patients (or, for that matter, any other
disease).

Significance and Implications for Health Education
Developing more effective ways of improving patient outcomes
through the use of appropriate interventions is a fundamental goal of
health education.

This work seeks to build theory and apply it to a
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practical setting.

The relationship between self-efficacy and a

patient's ability to change is shown in her participation in a
hypertension treatment regimen.

A study was conducted to

determine whether practical, inexpensive interventions can enhance
self-efficacy and help patients to take control of the lifestyle
changes necessary for their hypertension treatment plan.

This level

of control would be measured following interventions for
assertiveness through question-asking, knowledge, and pre
knowledge through the interactive treatment plan.
Knowledge based interventions alone are less successful in
improving adherence and hypertension control than are strategies
which afford more of an active patient orientation (Sackett, Haynes,
Gibson, Hackett, Taylor, Roberts, and Johnson, 1975;

Haynes, Gibson,

Hackett, Johnson, Sackett, Taylor, and Roberts, 1976).

Patients

must not only be informed about their health status, but must be
encouraged and equipped to take on a new, more active role. A
combination of patient health education interventions has been
shown to provide sustained improvement in high blood pressure
control (Morisky, Levine, and Green 1983).

These instruments were

provided to the patients separately and in combination to determine
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changes in health arising between office visits, the patient should
be better prepared for her next consultation and more effectively
facilitate interactive communication with her physician.
Unfortunately, the physicians in this study were not privy to
any of the patient interventions, but in the real world setting the
physician will know all about the interventions and be able to use
the modified instruments to the benefit of the patient and their
care.

Patient

Utilization

These interventions when modified can provide a patient an
assertiveness instrument together with an interactive treatment
plan that could provide hypertension information as well as pre
knowledge of future treatment plan changes.

The potential change in

the patient’s future care was not presented to the patient by the
physician in this study, but when patients in the future are given a
interactive treatment plan and it is actually discussed and written
into their care plan, the patients might take greater interest in its
significance.
Such foreknowledge may be of significant interest to
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hypertensive patients when instituted by their physicians.
Practicing physicians, health educators and pharmaceutical
companies may also be interested in such simple modalities for
encouraging active participation in hypertensive patients.

This

protocol would of course require testing to demonstrate enhanced
self-efficacy in self-care over time and in improved physician/
patient interactions.

Conclusions
The following conclusions may be drawn from this research:
1. The results should be generalizable from osteopathic (D.O.) to
allopathic (M.D.) physicians because (a) there was nothing in the
study design unique to osteopaths and (b) the physicians’
participation proved to be of minimal importance anyway.
2. Physician off-the-cuff estimates of the current number of
hypertensive female patients in his practice are unreliable.
3. Patient recall of previous blood pressure medications is poor.
4. Encouraging patients to ask questions and to be more assertive
had more positive impact on the patients view of the physician and
their knowledge of hypertension than did knowledge of their future
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care.
5. Lifestyle Self-Efficacy and General Self-Efficacy showed
little improvement with the use of the interventions.

Presumably

this was due to the short duration of the study that did not permit
sufficient time for the patients to perceive internal changes and
also due to the relatively small size of the patient population.
6. Patients’ foreknowledge of the physicians’ planned medical
intervention with a personal care plan by itself produced a more
negative view of the physician and his manner. When QAI was added
the negative effect disappeared.
7. QAI alone increased patients’ knowledge of hypertension.
Adding the PKI had no significant effect on the outcome of
hypertension knowledge.
8. Neither PKI nor QAI alone had any effect on the patients’
personal interactive self-efficacy.

When used together, however

there was a statistically significant increase in outcome.
9. In general the physicians showed some limited ability in
predicting how the patients were going to respond to similar
questions about themselves and the physician/patient interaction.
Finally, it should be noted that the demonstration of
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significant lifestyle changes and health benefits await further
research.

This study was only able to demonstrate an improvement

in Hypertension Knowledge and Personal Interactive Self-Efficacy.
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indicating the number of subjects enrolled and any side effects incurred by
the participants.
Best wishes for success in this project.
Sincerely yours,

c

\
William C. Eby, M.D. !h.D.
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"Self-Care in the Hypertensive Female"
I have been asked to become a part of a research project that will evaluate doctor-patient
interactions and patients' involvement in their health care. I have been told that all
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confidentiality and that after the study all records will be stored in a secure place for at least
three years and then destroyed. The names of no participants will be used in any publication
that may be published from this study. I have further been advised that my participadon,
and that of my patients, will entail no physical risk; that participation will be on a voluntary
basis, and that I or my padents may choose to quit at any time.
I have been asked and give permission for my staff to identify 20 female padents from my
appointment log. They will note their names, telephone numbers, date of the padents most
recent appointment and the date of their next office visit, if known, or when they should
return. The only patient screen will be for age, 40 to 65 years old, that patients have
uncomplicated hypertension and presently take high blood pressure medicine, and that they
are able to read and speak English. This information will be given to Robert Lutz, DO, the
researcher, who will telephone the women, invite them to be a part of the study and if they
agree, obtain their permission to review their charts in order to discuss their hypertension
with me. At least 12 study participants will be obtained through the telephone interviews.
After the researcher has obtained permission from the patient, I further give permission for
him to gain adequate information from their charts to discuss with me what I perceive would
be the probable modification in each of their treatments should their high blood pressure not
remain under control on their present regimen. The researcher is also at liberty to send packets
containing questionnaires and informational material to the study patients.
I understand that my participation ends after I have competed the final questionnaire after my
last patient in the study has been seen at her next scheduled visit. I have been told that if I
wish to contact an impartial third party not associated with this study regarding any
complaint I may have about the study, I may contact Jean Fankhanel, Patient Representative,
Loma Linda University Medical Center, Loma Linda, CA 92354, phone (714) 824-4647.
I have read the contents of this Information and Permission Form and have listened to the
verbal explanation given by the researcher. My questions concerning this study have been
answered to my satisfaction. I hereby give voluntary consent to participate in this study. I
understand that I may call Dr. Robert Lutz, at my convenience at (714) 783-9363.
I will retain a copy of this Information and Permission Form for my records and will give
the original to the researcher.
Signature of Physician

Witness

Date

I have reviewed the contents of this form with the physician signing above. I have explained
that there are no anticipated risks of the study.
Signature of Researcher

(714) 783-9363
Phone number

Date
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23265 Glendora Drive
Grand Terrace, CA 92324
(714) 783-9363
January 1992
Dear Doctor:
This is to thank you for permitting me to conduct a very short study with you and a few
of your patients. The project title as you know is "Self-Care in the Female Hypertensive
Patient". The Physician Information and Permission Form outlines the process of the study,
so I will try not to be repetitive.
Once the patient has agreed to enter the program and has an appointment to see you, a
packet will be sent to her. In these packets will be a cover letter thanking her for entering the
study and assuring her that all infonnation will be handled in a confidential manner. A pre
test questionnaire and varying informational material will be included. This has been
designed to take a minimum of your patients' time and should prove interesting to them.
After I have obtained at least 12 participants and have reviewed their hypertension
histories, I would like to get together with you, perhaps for lunch or at another convenient
time, and ask a few pertinent questions about each of the selected patients. This will allow me
to gather information about your treatment protocol since different physicians have varying
approaches to the care of hypertension. We will discuss the patient’s present medication and I
will ask what medication or change in care you would probably make if the present
treatment plan does not control her hypertension. On no way is this to compare one doctor's
treatment with another, but to provide some patients with foreknowledge of possible changes
that mav occur in her care.)
When a study patient comes to you for her next appointment, you will find in her
“flagged” chart two envelopes, one for her and one for you. Give the patient's envelope to her
at the end of the visit. Ask her to complete it in the waiting room before leaving the office,
place it into its included envelope and give it to your nurse or designated person. Please
complete your questionnaire for that patient immediately after seeing her and return it to its
envelope and place it into the packet the patient brings you along with all of the other
material. I will arrange to pick up all of these packets from your office. Should you have any
questions, please call me.
I have worked diligently to keep the amount of time required of you and your staff to a
minimum, since I know from personal experience how hectic private practice can be. Your
only involvement will be when we get together for a short while and when these women
are actually in your office for their next appointment. Upon completion of the study, I will
provide you with a summary of the results. Your cooperation in helping to conduct this study
is most sincerely appreciated.
Fraternally,

Robert (Bob) D. Lutz, DO, FACGP
MPH, DrPH (Candidate)
Loma Linda University School of Public Health
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Health Care Project
23265 Glendora Drive
Grand Terrace, CA 92324
(714)783-9363

Dear Doctor’s Assistant:

Re: Health Care Project

This is a cover note to thank you in advance for assisting me with this health care study. Perhaps your doctor
mentioned that you will be given a monetary bonus for your assistance that I hope will compensate you for
your effort. The incentive is based on $12.50 for each group of four (4) patients that are accepted in this
study. As an example, should you provide 16 participants, your office will be given a check for $50.00.

1 will need the names and telephone numbers of as many patients as
you can provide that meet the following criteria:
1.

2.
3.
4.
5.

Ages: 40 to 65 years old.
Primary High Blood Pressure, (NOT with kidney disease or
diabetes, etc., that significantly complicates their B.P.)
They must be taking prescribed medication for their
hypertension.
They should speak and write English as their primary
language.
Note when they have their next appointment or if they are not
scheduled, when they should be seen again by the doctor.

The names and phone numbers should be entered on the enclosed Survey Sheet and sent to me in the
enclosed, stamped, self-addressed envelope with the signed Authorization from your doctor. As soon as I
receive it, I will call and invite your patients to join the study. Upon receiving the patients’ commitments, I
will send you the Patient Work Sheets so you may complete sections “2” and have the physician note in
“3” what he feels his next choice, or change, of treatment might be if the present medication is ineffective.
Upon receipt of the completed Patient Work Sheets, 1 will use the information to prepare patients for
their next consultations.
The informational Packets and tools will then be sent to the patients. I will forward two sealed
Envelopes for each of the participating patients’ files. You may drop them into their medical records and
Tag the files so at the end of their next consultation, the doctor can give the patient the envelope marked
“To Patient” and open the envelope marked “For the Doctor”.
When the patient first arrives at your office she will give you her Packet of informational material. After
receiving her envelope containing a final questionnaire at the end of the consultation, the patient should
complete it in the waiting room before leaving the office. Upon completing the form, she should give it to
you to place in her Packet. The doctor’s envelope will contain a one page questionnaire that he should
complete immediately after seeing the patient. When completed, it should also be placed in the patient’s
Packet for the investigator to pick up with the other patients’ Packets at a later time.
That ends the data collection! Your help in this study will be most appreciated. Call if you have any
questions.
Sincerely,
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23265 Glendora Drive
Grand Terrace, CA 92324
Phone: (714) 783-9363
November 20, 1992

Name, D.O.
Address
City, State, Zip Code
Dear Dr. Name and staff:
This note is sent to you and your staff in appreciation for your
assistance with a study that was a part of my doctoral dissertation.
Plans were for a sample size of at least 160 female hypertensive patient,
however, after a number of months it became evident that this number
would never be reached without significantly modifying the basic
protocol. Therefore, the data was collected on only 73 subjects. This
resulted in producing marginally significant findings.
Sufficient patterns
emerged, though, to permit speculation that, but for the size of the
sampling, statistically significant results would have demonstrated a
positive outcome.
Enclosed is an Incentive Request Form that requires completion and
your signature. As soon as it is returned, it will be submitted to Loma
Linda University School of Public Health (LLU SPH) for payment.
Again, thank you. It has been a great learning experience for me and
it has been good working with you and your staff. Hopefully, as time
passes we will have other opportunities to work together for the benefit
of our chosen profession.
Fraternally,

Robert (Bob) D. Lutz, DO, FACGP
MPH, DrPH (Candidate), LLU-SPH
’ COL, MC, USAR-Ret.
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Health Care Project
23265 Glendora Drive
Grand Terrace, CA 92325
January 1992

Dear Madam:
As you were told on the phone, your physician has been selected to be a part of
a study involving physicians and their patients in southern California. Your doctor has
selected you to be a part of this short study along with other female patients who have
high blood pressure and who are taking high blood pressure medicine. Your cooperation
is greatly appreciated.
Your name will not be used in this study and your participation will be strictly
confidential. Please read and fill out all papers or forms that are enclosed with this letter
as soon as possible. After you have completed all items, place them back in the
envelope and give them to your physician or to his designated office person at your next
visit.
Immediately after you see your physician at your next appointment, you will be
given another questionnaire. Please complete that questionnaire prior to leaving his
office, then, seal it in the envelope that will be supplied, and return it to the designated
staff person. That will conclude your involvement in this study. Again, your responses
will be held in confidence.
Thank you for your willingness to help with this study. We hope that the results
of this and similar studies will assist in developing programs to improve patient care.
Yours for good health,

Jerry W. Lee, PhD
Professor of Health Promotion
Loma Linda University
School of Public Health

Robert D. Lutz, 0u, FACGP
MPH, DrPH (Candidate)
Loma Linda University
School of Public Health

Any questions may be directed to Dr. Lutz at (714) 783-9363
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SURVEY SHEET
Name, and phone number of 20 female hypertensive patients on medication for
their high blood pressure who are able to read and write English fluently. Also,
indicate their next appointment date or, of none, when they should be seen again.
Name, Full

Phone Number

1.
2.
3.
4.
5.
6.
7.
8.

9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
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Next appointment (proposed)

Patient Work Sheet
iTelephone Log, 2Chart Information, and ^Physician’s Projected Treatment Plan
Doctor

Patient______
Phone Number
Address_____

Designated Assistant

1. Phone Log: This entry indicates a verbal commitment by the patient to participate in this
study and further authorizes Dr. Bob Lutz to obtain information directly from her chart in her
Initialed
Time:
doctor’s office: Obtained By Phone: Date:
««««««««««««««»»»»»»»»»»»»»»
2. Information Obtained From Patient’s Chart
Date Next Appointment:
Date of Last Blood Pressure Evaluation:________
Height:
pounds.
inches.
Most Recent Weight:
Diagnoses: Hypertension (high blood pressure), (Others)
Present Treatment: Medications and any prescribed things she is to do or not do that doctor has
included in her health care plan. Include all medications she is taking for any other condition(s).

««««««««««««««»»»»»»»»»»»»»»
3.

Doctor’s Treatment Projection

Dear Doctor
Please indicate what your modification or change in blood pressure treatment will
probably be, should this patient fail to maintain a desired blood pressure under present treatment.
(See above Present Treatment in “2” copied from patient’s chart by your designated assistant)?
Should I find this patient is not, or is no longer, responding to her present treatment, my
next treatment plan will probably be: (Include meds to add or to delete, dosage changes, life
style changes, etc.)

Thanks for your input. Please return this with the other patient’s forms in
the enclosed, addressed, and stamped envelope. Upon receipt, I will promptly
mail the study materials to your patients.
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INCENTIVE REQUEST FORM
, am requesting a check for
fifty dollars ($50.00)* for satisfactorily enrolling 16 patients in a physician/patient
interaction study. I understand this is in consideration for my cooperation and
assistance in participating in this study. The check will be sent to me, after all study
materials have been returned to the investigator. Hie following information is
needed by Loma Linda University School of Public Health for processing.
I (print doctor’s name)

*The incentive is calculated at $12.50 for each group of four hypertensive female
patient participants that complete the study. (Therefore, if only 12 patients complete
the study, a check for $37.50 would be issued to the physician and so on.)
Address:
City:

State:

Groups (4 pts. each) #__ X $12.50 = Amount Due $__
Dr’s. S.S. Number:

Drs. Signature:
Any questions call Dr. Bob Lutz, 783-9363.
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Zip:
Date:
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Summary of Questions Composing Patient Variables
Codes with numbers under each bold faced variable name are used in the computer
files to identify the variables in patient questionnaires 1 and 2 as well as the questions in
each. If the set of questions is used in both PtQi and PtQ2, their will be two sets of
variables that indicate the question numbers in each of the questionnaires where the
particular items may be found.
1.

Patient Decision Making
(ptdecnl - dedrmk86 to deptmk87; ptdecn2 - dedrmk74 to deptmk75)

How are decisions about your health care made? (Circle)
Not at all
Mostly
<
>
I
012345678
My doctor makes them.
012345678
I make them................

2.

Scoring

.+

Physician Related Positively
(relatl - recont70 to reundr77; relat2 - recont58 to reundr65)

How do you feel your doctor relates to you? He tends to be: (Circle)
Not at all
A lot
>
I
012345678
012345678
012345678
012345678
012345678
012345678
012345678
012345678

Scoring

<

3.

Conrolling. . . .
Open minded . .
Strict................
A good listener.
Permissive. . . .
Rigid................
Indulgent.........
Understandingg

+
+

+

Physician Encouraged Discusssion
(talkl - tkmatf78 to tkencg85; talk2 - tkmatf66 to tkencg73)

How does your doctor usually talk with you ? (Circle)
Scoring
Mostly
Not at all
>
<
I
876543210
Matter-of-fact....................................
Encourage discussion....................... +
876543210
Information giving........................... +
876543210
Pronote dialogue................................ +
876543210
Monologue (do all of the talking)....
876543210
Annoyed by patient questions.............
876543210
In charge...........................................
876543210
Encourage
patient questions............... +
876543210
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4.

Physician Incorperated Patient’s Opinions
(deincorl - deinco88 to deptop90; deincor2 - deinco76 to deptop78)

How are decisions about your health care made? (Circle)
Not at all
Mostly
>
I
012345678
012345678
012345678

Scoring

<

5.

My doctor incorporates my opinions .. +
+
We share equally....................
+
My doctor asks for my opinions

Physician’s Manner
(manner2 - pecalm79 to pecomp90)

What was your doctor’s manner today? (Circle)
Strongly
Strongly
Disagree
Agree
He appeared to be:
<
>
I
012345678
012345678
012345678
012345678
012345678
012345678
012345678
012345678
012345678
012345678
012345678
012345678

6.

Calm . . . .
Hurried. . .
Solemn. . .
Cocky . . .
Smooth . .
Blunt . . . .
Gracious. .
Tense. . . .
Caring . . .
Rough . . .
Warm. . . .
Competent.

Scoring

+

+
+
+
+
+

Physican Filled Expectations
(expect2 - xansw91 to ximpolOl)

How did your doctor fulfill your expectations today? (Circle)
Not at all
A lot
Scoring
<
>
I
012345678
He answered all my questions about
my problem(s)..................................... +
He clearly explained what all my
012345678
troubles are......................................... +
He told me exactly what he planned
012345678
to do next............................................ +
He told me why certain tests would
012345678
be done .............................................. +
He clearly explained why I should
012345678
do the things he asked me to do........ +
He sometimes interrupted me.............
012345678...
He sometimes “talked down” to me...
012345678...
He seemed annoyed...........................
012345678...
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How did your doctor fulfill your expectations today? (Circle)
Not at all
A lot
Scoring
<
>
I
012345678...
He acted as though he were doing
me a favor by talking to me ....
012345678...
He seemed to be in a hurry.........
+
012345678...
He made me feel important.........

7.

Patient Viewed Physician
(viewdr2 - vfrirl02 to vcounl07)

How did you view your physician today? (Circle)
<
Neutral----------4
3 2 1 0 1 2 3
Friendly
4
3 2 1 0 1 2 3
Warm
4
3 2 1 0 1 2 3
Anxious
4
3 2 1 0 1 2 3
Nervous
4
3 2 1 0 1 2 3
Interested
4'
3 2 1 0 1 2 3
Concerned
8.

Scoring
>

4
4
4
4
4
4

Irritated . . .
Angry . . . .
Calm.........
Relaxed. . .
Bored . . . .
Uninvolved

+
+

Lifestyle self-efficacy
(effl - estrelOl to cabill 10; eff2 - cstrel35 to cabill44)

Indicate your level of certainty to the following: (Circle)
Very
Scoring
Very
If my doctor asked me to,
how likely is it that I can:
Likely
Unlikely
<
>
I
+
control the stress in my life?
012345678
significantly decrease my intake of
0 1 2345678
+
fats, oils, and fried foods?...........
significantly increase my exerciseto
012345678
at least 1/2 hour three times weekly? .. +
significantly decrease my salt intake?
012345678
take medicines as prescribed in a timely
012345678
manner and without skipping any? ... +
influence my doctor’s decisions
012345678
+
about my treatment plan?...............
achieve the recommended weight
012345678
+
for my height?.............................
have
enough
control
of
my
health
012345678
practices that I can have normal
+
blood pressure?..............................
have the desire to do those things
012345678
necessary to keep my blood pressure
+
under control?................................
have the ability to do those things
012345678
necessary to keep my blood
+
pressure under control?..................
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9.

General self-efficacy
(geneffl - Isecul 11 to idea!127; geneff2 - IsecullS to ldea!134)

Indicate your level of certainty to the following. (Circle)
Very
Very
Unlikely
Likely
Scoring
(untrue)
(true)
<
I
>
012345678
I feel secure about my ability
to do things..............................
+
012345678
When I make plans, I am certain
I can make them work.............
+
Indicate your level of certainty to the following. (Circle)
Very
Very
Unlikely
Likely
Scoring
(untrue)
(true)
<
I
>
012345678
If I can't do a job the first time,
I keep trying until I can................... +
012345678
I give up on things before completing
them.................................................. +
012345678
When I set important goals for myself,
I rarely achieve them........................ +
012345678
If something looks too complicated,
I will not even bother to tiy it.......... +
012345678
I avoid facing difficultie.................... +
012345678
When I have something unpleasant to
do, I stick to it until I finish it........... +
012345678
When I decide to do something, I go
right to work on it............................. +
012345678
I give up easily................................. +
012345678
When unexpected problems occur,
I don’t handle them well.................... +
012345678
I avoid trying to learn new things
when they look too difficult for me ... +
012345678
Failure just makes me try harder .. . +
012345678
One of my problems is that I cannot
get down to work when I should .. . +
012345678
When trying to learn something new,
I soon give up if I am not initially
successful.......................................
+
012345678
I am a self-reliant person............... +
012345678
I do not seem capable of dealing
with most problems that come
up in life.........................................
+
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10.
Hypertension Knowledge
(knowl - kidney 14 to msg64; know2 - kidney? to msg57)
Answer each of the numbered questions by checking true (T) or false (F).
(Correct responses indicated.)
Organs that are most ffequendy found to be damaged by high blood pressure of the
following four (4) include:
T
F
[x]
[ ] Kidneys.
[]
[x] Liver.
[x]
[ ] Brain.
[]
[x] Reproductive.
T
F
[]
[x] Headaches represent a significant symptom of hypertension.
[x]
[ ] High blood pressure dynamics are difficult to understand.
! ;
[x] Headaches represent an important early symptom that suggest hypertension.
[]
[x] Headaches in the temporal area are suggestive of hypertension.
T
F
[]
[x] High blood pressure can be cured with the appropriate medicine.
[x]
[ ] High blood pressure can cause blindness.
I j
[x] Headaches do not representsymptoms of hypertension.
[]
[x] High blood pressure, if untreated, can lead to diabetes
The following five (5) are types of blood pressure medication:
T
7
F
[x]
[ ] Beta blockers.
[x]
[ ] Diuretics.
[]
[x] Analgesics.
[x]
[ ] Adrenergic inhibitors.
[x]
[ ] Vasodilators.
T
F
! i
[x] One should know the early symptoms of high blood pressure,
j !
[x] High blood pressure can result in muscle pain.
[]
[x] Medication for the control of hypertension is the most important part of high
blood pressure care.
[x]
[ ] Medication for the control of hypertension may reduce important potassium
levels in the body.
The diagnosis of high blood pressure can be made when repeatedly the:
T
F
[]
[x] Systolic is above 120 and diastolic above 80.
[]
[x] Diastolic is above 120 and systolic above 80.
[x]
[ ] Systolic is above 140 and diastolic above 90.
[]
[x] Diastolic is above 140 and systolic above 90.
T
F
[x]
[ ] Long term success in the treatment of your hypertension will depend on
your relationship with your physician.
[x]
[ ] Life expectancy for smokers with hypertension is decreased.
[]
[x] Patient life expectancy in hypertension is less when the blood pressure is
kept within normal limits.
[x]
[ ] Alcohol should be limited in hypertension.
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Risk factors that lead to hypertension are:
T
F
[x]
[ ] Getting older.
[x]
[ ] Being over-weight.
[x]
[ ] Having diabetes.
[x]
[ ] Being Affican-American.
[]
[x] Being blind.
T
F
s j
[x] Foods with potassium should be minimized inhypertension.
[]
[x] Vegetables and nuts that contain cholesterol should be avoided as much as
possible in hypertension.
[x]
[ ] Alcohol is a relaxing substance in small amounts that may be used by some
to reduce stress.
[]
[x] Regular use of one ounce or more of alcohol per day is relaxing and
beneficial in hypertension.
T
F
[]
[x] Exercise for reducing hypertension should be for at least one hour three
times each week.
[]
[x] Exercise for reducing hypertension may be anything that results in making
you tired.
[x]
[ ] Exercise for reducing hypertension should cause you to perspire and
increase your heart rate.
[x]
[ ] Change from regular to filter cigarettes, if you smoke, to reduce
hypertension.
T
7
F
[]
[x] Substituting Coke, Pepsi, or other cola drinks for regular caffeine
containing coffee is helpful in caring for hypertension.
[x]
[ ] Moderate to strenuous exercise regularly can help control hypertension.
[]
[x] Reduction of spices and strong herbal blends in cooking will help control
hypertension.
[x]
[ ] It is possible that side effects to a new high blood pressure medication may
indicate your body needs time to adjust to it.
T
F
[]
[x] Discontinue the blood pressuremedication at once if side effects to it occur,
[x]
[ ] Remind your doctor atxmtthe side effects to your high blood pressure
medication at your next appointment.
The following should be avoided if you were trying to reduce salt effect in your diet?
T
F
[x]
[ ] Baking soda.
[]
[x] Calcium chloride.
[x]
[] MSG.
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11.

Personal Health Rating
(health2 - wellbl45 to recorl54)

How would you rate yourself today? (Circle)
Scoring
Not at all
A lot
I have:
<
>
I
+
0 1 2345678... improved in my general well-being
an increased interest in my treatment plan . +
012345678
a better understanding of my hypertension +
012345678
+
0 1 2345678... increased my input to my health care.
0 1 2 3 4 5 6 7 8...an increased ability to interact with my
+
doctor..............................................
0 1 2 3 4 5 6 7 8...an increased ability to share in treatment
+
decisions........................................
+
0 1 2345678... increased my regularity in exercise ..
0 1 2345678... improved my food selection for my diet. .. +
+
0 1 2345678... reduced my salt intake........................
0 1 2345678... improved my record keeping of health
+
events.................................................
12. Personal Interactive Self-Efficacy
(qeffect2 - myquel55,myconl57 to morql60)
How would you rate yourself at this point in time: (Circle)
Scoring
A lot
I have:
Not at all
<
>
I
0 1 2 345 678... improved my comfort in asking
+
questions of my doctor ....
I believe that during this consultation with my doctor: (Circle)
Strongly
Strongly
Agree
Disagree
<...................... I..................... >
0 1 2345 678... I discussed my condition with my
doctor more than on past visits............. +
0 1 2345678...I asked less questions than I did on
previous visits.........................................
0 1 2345678... I discussed my condition with my doctor
less then on past visits...........................
0 1 2345678...I asked many more questions than I did
on previous visits..................................... +
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13.

Personal Overall Change Rating
(myfeel2 - myquel56, mound 161 to nocan 163)

I believe that during this consultation with my doctor: (Circle)
Strongly
Strongly
Scoring
Disagree
Agree
<...................... I.................. -->
0 1 2345678... I have improved my ability to take my
+
medicine regularly.........................
0 1 2345678...I experienced a greater understanding of
my HBP condition than I had before .... +
0 1 2 3 45 678... I was satisfied with my treatment plan ... +
0 1 2345678...I felt that there is very little I myself
can do about my high blood pressure ....
14. Patient Assertiveness with Physician
(interacl - inpass91 to inforlOO; interacl - ipasslOS to ifortl 17)
How do you usually interact with your physician? (Circle)
Not at all
Mostly
>
I
012345678
012345678
012345678
012345678
012345678
012345678
012345678
012345678
012345678
012345678

Scoring

<

Passive. . .
Submissive
Assertive. .
Forceful . .
Agreeable .
Yielding . .
Involved . .
Aggressive
Out spoken
Forthright.
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+
+
+
+
+
+
+
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(DrO^

Doctor Questionnaire 1
PART A.. BACKGROUND INFORMATION
Please put an "X" in the box next to the answer you choose, and/or write the
information in the space provided.
1.
2.

3.
4.

5.

Your age at last birthday: Age (years)
[][]
With what ethnic or racial group do you most closely identify?
[
White, Caucasian.
[ ]2 Hispanic, Mexican-American, Chicano.
[ ]a Black, African-American.
[ ]4 Oriental, Asian.
[ ]5 American Indian, Native American.
[ ]e Other, (please specify) __________________
Year of graduation from medical school? 19_____
[][]
Residency Trained or Board Certified?
Yes,
Mi
Check if board-certified.
[]2
[ ]3 No.
Practice.
%
a. General practice, what percent?
[][][]
b. Full-time practice?
Yes.
[]i
No, What percentage of full-time do you practice?
[]2
[ ][ ] Part-time _____ %
c. Type of practice.
[ ]i Solo practice.
[ ]2 Partnership practice.
[ ja Group practice. (3 or more physicians practicing together)
d. Location.
Urban practice.
Mi
Suburban practice.
[]2
Rural practice.
[]3
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PART B.. GENERAL MEDICAL INFORMATION
Do you have hypertension?
6.
Yes.
Mi
If so, how long ____
[][]
[ h
No.
Have any of your immediate family or close relatives been treated for
7.
hypertension?
[ ]i
Yes.
[ ]2
No.
Are you involved in an exercise program at least 1/2 hour three times
8.
each week?
[ ]i
Yes.
[ ]2
No.
Do
you drink more than the equivalent of two (2) glasses of beer or wine
9.
or two shots of distilled spirits per day?
[ ]i
Yes.
[ h
No.
10.
Do you smoke?
[ ]i
Yes.
[ k
No.
11.
About how many hypertensive patients are you actively caring for in
your practice at this time? _____
[][][]
12.
Do you advise your HBP patients to exercise?
Yes.
Mi
[ ][ ] If yes, explain your advice:

[ k
13.

No.
Do you advise your hypertensive patients to control alcohol intake.
[ ]i
Yes.
[ ][ ] K yes, explain your advice:
__________________________

[k

No.
2
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14.

Great!
Almost done

Do you advise your hypertensive patients not
to smoke?
[h

[]2

Yes.
[ ][ ] If yes, explain your advice:

No.

PART C . . PERCEIVED DOCTOR/PATIENT STYLE, INTERACTION
How do you perceive your style with your patients?
I tend to be:
A lot
Not at all
>
<
0 1 234567 8... Controlling.
15.
. Open minded.
012345678
16.
012345678
. Strict.
17.
. A good listener.
012345678
18.
. Permissive.
012345678
19.
. Rigid.
012345678
20.
. Indulgent.
012345678
21.
. Understanding.
012345678
22.

(Circle)

(Circle)
How do you usually talk to your patients?
I tend to (be):
Not at all
A lot
>
<
23. 876543210 . Matter-of-fact.
876543210 . Encourage discussion.
24.
876543210 , Information giving.
25.
26. 876543210 . Promote dialogue.
27. 876543210 . Do all of the talking.
876543210 . Annoyed by patient questions.
28.
3
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29.

87654321 0...In charge.
30.
87654321 0... Encourage patient questions.
How are decisions about your patients’ health care made? (Circle)
Not at all
Mostly
<
>
31. 012345678 . I make them.
32. 012345678 . The patient makes them.
33. 012345678 . i incorporate my patients’ opinions.
34. 012345678 . We share equally.
35. 012345678 . I ask for my patients’ opinions.

How do you think your patients perceive you? (Circle)
To them, I appear to be:
A lot
Not at all
<
>
. Calm.
36.
012345678
37.
012345678
. Hurried.
. Solemn.
012345678
38.

39.
40.
41.

012345678
012345678
012345678

42.
43.
44.
45.
46.
47.

012345678
012345678
012345678
012345678
012345678
012345678

. Cocky.
.
.
.
.
.
.
.
.

Smooth.
Blunt.
Gracious.
Tense.
Caring.
Rough.
Warm.
Competent

Thank you for completing this questionnaire and for being willing to serve as
a participant in a patient centered, motivational study to elicit increased
patient involvement in a health care plan. I am looking forward to working with
you.

To Doctor
Thanks!

4
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Doctor Questionnaire 2
Completed: Date.

., 1992; Time

am / pm

Please complete this questionnaire immediately following this patient’s visit, while her chart is
handy. This questionnaire should be placed in the envelope containing all of the patient's returned hand
outs. The questionnaire that the patient is now completing in your waiting room should also be placed in
the packet. The investigator will arrange to pick up these completed packets. Thank you, again. Bob
PART A .. GENERAL INFORMATION
From
1.
2.
3.

your patient's chart, please note the Findings from todays visit:
Weight:
Blood Pressure:
_________
J.
Note any changes vou made in the patient's health care plan today?

HU
4.

Note any changes in this patient’s attitude or interaction with you since her last appointment.

IJ[]
PART B .. DOCTOR-PATIENT RELATIONSHIPS
How did you relate to this patient today? (Circle)
A lot
I tended to (be):
Not at all
>
<
1
Controlling.
012345678
1.
Open minded.
2.
012345678
Strict.
3.
012345678
A good listener.
4.
0 1 2 3 4 5 6 7 8
Permissive.
012345678
5.
Rigid.
012345678
6.
Indulgent.
012345678
7.
Understanding.
012345678
8.
How did you talk with this patient today? (Circle)
Not at all
I tended to (be):
A lot
>
<
I
876543210 . Matter-of-fact.
9.
876543210 . Encourage discussion.
10.
876543210 . Information giving.
11.
876543210 . Promote dialogue.
12.
876543210 . Monologue. (1 did all of the talking)
13.
14.
876543210 . Annoyed by patient questions.
15.
876543210 . In charge.
876543210 . Encourage patient questions.
16.
How were decisions about this patient’s health care made today? (Circle)
Never
Always
>
<
I
I made them.
012345678
17.
The patient made them.
012345678
18.
I incorporated the patient’s opinions.
012345678
19.
We shared equally.
012345678
20.
I asked for her opinions.
012345678
21.
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How did this patient perceive you? I appeared to be: (Circle)
Not at all
A lot

22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.

<
I
>
012345678
012345678
012345678
012345678
012345678
012345678
012345678
012345678
0 1 2 3 4 5 6 7 8
012345678
012345678
012345678

. Calm.
.
.
.
.
.
.
.
.
.
.

Hurried.
Solemn.
Cocky.
Smooth.
Blunt.
Gracious.
Tense.
Caring.
Rough.
Warm.
Competent.

How did this patient interact with you today? (Circle)
Not at all
She was:
Mostly
<
I
>
34.
012345678 . Passive.
35.
012345678 . Submissive.
36.
012345678 . Assertive.
37.
0 1 2 3 4 5 6 7 8 . Forceful.
. Agreeable.
38.
012345678
. Yielding.
39.
012345678
. Involved.
012345678
40.
. Aggressive.
012345678
41.
4?:
012345678 . Outspoken.
012345678 . Forthright.
43.
How did your patient view you today? She felt that I was: (Circle)
<
>
Neutral
4 3 2 1 0 1 2 3 4
Irritated
44.
Friendly
Angry
4 3 2 1 0 1 2 3 4
45.
Warm
Calm
4 3 2 1 0 1.....2....3.4
46.
Anxious
4 3 2 1 0 1 2 3 4
Relaxed
47:
Nervous
4 3 2 1 0 1 2 3 4
Bored
Interested
48.
4 3 2 1 0 1 2 3 4
Uninvolved
49.
Concerned
PART C .. PERSONAL HEALTH PERCEPTIONS
I believe that during this consultation: (Check or Circle)
____
A lot
She:
Don’t _________________
Not at all
know <...................... I..................... >
1.
[]
0 1 234567 8... wanted increased input to her health care.
2.
I]
0 1 234567 8... interacted more with me than previously.
3.
[J
0 1 234567 8... improved record keeping of her health events.
4.
II
0 1 2 3 4 5 6 7 8 . . . asked more questions than she did before.
5.
[J
0 1 2345678... reported taking her medications more regularly.
0 1 2 3 45 67 8... discussed her condition more than on past visits.
6.
[]
0 1 234567 8... seems more concerned about her HBP.
7.
[J
0 1 2345678...is more aggressive in getting information or
8.
U
answers to her questions.
THANKS AGAIN!
2
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(PtQi)

Patient Questionnaire 1
Please fill out this questionnaire. Place it back in the original envelope and
take it to your physician's office at your next appointment. Turn in all materials
at that time so they may be returned to the researcher. There will be another
questionnaire for you to fill out before you leave your doctor’s office. The
terms high blood pressure (HBP) and hypertension will be used interchangeably,
herein.
PART A .. BACKGROUND INFORMATION
Please put an "X" in the box next to the answer you choose, or write the
information in the space provided.
1.

When did you begin taking medication for hypertension? Months #
[][][]
2. What medication did you take first for your high blood pressure?
[][]
How long have you been going to this doctor for any of your health
Months #_______
problems?
[][][]
4. Your age at last birthday: Age (years)
[][]
5. With what ethnic or racial group do you most closely identify?
[ ]i White, Caucasian.
[ k Hispanic, Mexican-American, Chicano.
[ ]3 Black, African-American.
[ ]4 Oriental, Asian.
[ ]5 American Indian, Native American.
[ ]6 Other (please specify) __________________
6. Your marital status:
[ ]i Never Married.
[ ]2 Married.
[ ]3 Separated.
[ ]4 Cohabiting.
[ js Divorced, (not remarried)
[ ]e Widowed, (not remarried)
7. The area in which you live is:
[ ]i Urban.
[ ]2 Suburban.
[ ]3 Rural.
3.

21 1

8.

Circle the highest level you have completed in each section below:
Elementary through post graduate school: 01 234567891011

12 13 14 15 16 17 18 19 20+
9.

10.

What is your occupation? (If retired or not employed, give your last
occupation and or job.)
Job title or duties performed: __________________
[][]
What is your annual household income from all sources?
Below $10,000
Mi
[]2
$10,000 - 19,999
[]3
$20,000 - 29,999
[]4
$30,000 - 39,999
[]5
$40,000 - 49,999
[]6
$50,000 - 59,999
[]7
$60,000 - 69,999
[ ]8
$70,000 - or more

PART B .. BASELINE HEALTH INFORMATION
in inches, (with shoes off)
Height
[][]
pounds, (in light clothing, shoes off)
Weight______
12.
[][][]
13.
Body Build:
[ ]i
Slight frame.
[ ]2
Medium frame.
[ ]3
Heavy frame.
11.

Just a couple
of Minutes

2
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Answer the following questions by checking the appropriate box, true (T) or
false (F), for each question.
Organs that are most frequently found to be damaged by high blood pressure of
the following four (4) include:
T
F
14. []
[ ] Kidneys.
[ ] Liver.
15. []
[ ] Brain.
16. []
[ ] Reproductive.
m... [.]
T
F
18. []
[ ] Headaches represent a significant symptom of hypertension.
19. []
[ ] Headaches do not represent symptoms of hypertension.
20. []
[ ] Headaches represent an important early symptom that suggest
hypertension.
21. []
[] Headaches in the temporal area are suggestive of hypertension.
T
F
22. []
[ 3 High blood pressure can be cured with the appropriate medicine.
23. []
[ 3 High blood pressure can cause blindness.
24. []
[ 3 High blood pressure is difficult to understand.
[ 3 High blood pressure, if untreated, can lead to diabetes.________
25. []
The following five (5) are types of blood pressure medication:
T
F
26. [3
[ J Beta blockers.
27. []
[ 3 Diuretics.
28. [3
[ 3 Analgesics.
29. []
[ 3 Adrenergic inhibitors.
30. [3
[3 Vasodilators.
T
F
31. [3
[ 3 One should know the early symptoms of high blood pressure.
32. [3
[ 3 High blood pressure can result in muscle pain.
[ 3 Medication for the control of hypertension is the most important
33. [3
part of high blood pressure care.
[
]
Medication
for the control of hypertension may reduce important
34. [3
_____potassium levels in the body.____________________________
The diagnosis of high blood pressure can be made when repeatedly the:
T
F
35. []
[3 Systolic is above 120 and diastolic above 80.
36. []
[3 Diastolic is above 120 and systolic above 80.
37. []
[3 Systolic is above 140 and diastolic above 90.
38. [3
[ ] Diastolic is above 140 and systolic above 90.

3
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T
[ ]

F
39.
[ ] Long term success in the treatment of your hypertension will
depend on your relationship with your physician.
40.
[]
[] Patient life expectancy in hypertension is decreased in those who
smoke.
41.
[]
[] Patient life expectancy in hypertension is less when the blood
pressure is kept within normal limits.
42.
[ ]
[ ] Alcohol should be limited in hypertension._______________________
Risk factors that lead to hypertension:
T
F
[ ] Getting older.
43.
(]
44.
[]
[ ] Being over-weight.
[
] Having diabetes.
45.
[]
[ ] Being African-American.
46.
[]
[ ] Being blind.
47.
[]
T
F
[ ] Foods with potassium should be minimized in hypertension.
48.
[]
49. []
[ ] Vegetables and nuts that contain cholesterol should be avoided as
much as possible in hypertension.
50.
[]
[ ] Alcohol is a relaxing substance in small amounts that may be used
by some to reduce stress.
[ ] Regular use of one ounce or more of alcohol per day is relaxing and
51. []
beneficial in hypertension.
T
F
[ ] Exercise for reducing hypertension should be for at least one hour
52.
[]
three times each week.
[ ] Exercise for reducing hypertension may be anything that results in
53. [J
making you tired.
54.
[]
[ ] Exercise for reducing hypertension should cause you to perspire
and increase your heart rate.
[ ] Change from regular to filter cigarettes, if you smoke, to reduce
55.
[]
hypertension.
T
F
[ ] Substituting Coke, Pepsi, or other cola drinks for regular caffeine
56.
[]
containing coffee is helpful in caring for hypertension.
[ ] Moderate to strenuous exercise regularly can help control
57.
[]
hypertension.
[
]
Reduction
of spices and strong herbal blends in cooking will help
58.
N
control hypertension.
[ ] It is possible that side effects to a new high blood pressure
59. []
medication may indicate your body needs time to adjust to it.

4
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F
[ ] Discontinue the blood pressure medication at once if side effects
to it occur.
61. []
[ ] Remind your doctor about the side effects to your high blood
_____pressure medication at your next appointment._____________ _
The following should be avoided if you were trying to reduce salt effect in your
diet?
T
F
62. [ ]
[ ] Baking soda.
63. [ ]
[ ] Calcium chloride.
64. []
[JMSG.
60.

T
[]

Has a member of your immediate family or a close relative been treated
for hypertension?
Yes
Mi
[]2
No
66. Do you smoke tobacco?
Yes
[ ]i
[]2
No
67. Do you exercise at least 1/2 hour three days each week?
[ ]i
Yes, go to question 40.
[h
No, go to question 41.
68. Does this physical activity make you breathe hard and work up a sweat?
Yes
Ni
Indicate the exercise:
[][]
[ ] 2 No
69. Do you drink more than the equivalent of 2 glasses of bear or wine, or 2
shots of distilled spirits each day?
Yes
Hi
[]2 No
65.

5
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PART C .. DOCTOR-PATIENT RELATIONSHIPS
How does your doctor relate to you? He tends to be: (Circle)
Not at all
,A lot
>
<
70. 012345678 . Controlling.
71. 012345678 . Open minded.
72. 012345678 . Strict.
. A good listener.
73. 012345678
. Permissive.
74. 012345678
. Rigid.
75. 012345678
. Indulgent.
76. 012345678
. Understanding.
77. 012345678

How does your doctor usually talk
Not at all
Mostly
>
<
78. 876543210 .
.
79. 876543210
.
80. 876543210
.
81. 876543210
82. 876543210 .
83. 876543210 .
84. 876543210 .
85. 876543210 .

with you?

He tends to (be): (Circle)

Matter-of-fact.
Encourage discussion.
Information giving.
Promote dialogue.
Monologue, (he does all of the talking)
Annoyed by patient questions.
In charge.
Encourage patient questions.

How are decisions about your health care made? (Circle)
Never
Always
>
I
<
86. 0 1 2345678...My doctor makes them.
87. 0 1 234 567 8... I make them.
88. 0 1 234 567 8...My doctor incorporates my opinions.
89. 0 1 2345678... We share equally.
90. 0 1 2345678...My doctor asks for my opinions.

6
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How do you usually interact with your physician?
Not at all
Mostly
<
>
I am:
91.
. Passive.
012345678
92.
. Submissive.
012345678
93. 012345678
. Assertive.
94.
012345678
. Forceful.
95. 012345678 . Agreeable.
96. 012345678 . Yielding.

97.
98.

012345678
012345678

012345678
100. 012345678

99.

(Circle)

. Involved.
. Aggressive.
. Outspoken.
. Forthright.

PART D .. LEVEL OF CERTAINTY
Indicate your level of certainty
Very
Very
Unlikely
Likely
<
>
101. 0 1 2345678...
102. 0 1 2345678...
103. 0 1 2345678...
________________________________
104. 0 1 2345678...
105. 0

1

234567 8...

106. 0 1 234567 8...
________________________________
107. 0 1 234567 8...
108. 0

1

2345678...

109. 0

1

2345678...

110. 0

1

2 3 4

5 6 7 8...

to the following:
If my doctor asks me to,
how likely is it that I can:

(Circle)

control the stress in my life?
significantly decrease my intake of fats,
oils, and fried foods?
significantly increase my exercise to at
least 1/2 hour three times weekly?_________
significantly decrease my salt intake if
requested by my doctor?
take medicines as prescribed in a timely
manner and without skipping any?
influence my doctor’s decisions about my
treatment plan?____________________________
achieve and/or maintain the recommended
weight for my height?
have enough control of my health practices
that I can have normal blood pressure?
have the desire to do those things necessary
to keep my blood pressure under control?
have the ability to do those things necessary
to keep my blood pressure under control?

7
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Indicate your level of certainty to the following. (Circle)
Very
Very
Unlikely
Likely
(untrue)
(true)
<
>
111.0 1 2 3 4 5 6 7 8...I feel secure about my ability to do things.
112. 0 1 234567 8... When I make plans, I am certain I can make
them work.
113. 0 1 2 3 4 5 6 7 8... If I can’t do a job the first time, I keep trying
until I can.
I give up on things before completing them.
114. 012345678
115. 012345678
When I set important goals for myself, I
rarely achieve them.
116. 012345678
If something looks too complicated, I will
not even bother to try it.
117. 012345678
I avoid facing difficulties.
118. 012345678
When I have something unpleasant to do, I
stick to it until I finish it.
When I decide to do something, I go right to
119. 012345678
work on it.
I give up easily.
120. 012345678
When unexpected problems occur, I don't
121. 012345678
handle them well.
122. 012345678
I avoid trying to learn new things when they
look too difficult for me._________________
123. 012345678
Failure just makes me try harder.
124. 012345678
One of my problems is that I cannot get down
to work when I should.
125. 012345678
When trying to learn something new, I soon
give up if I am not initially successful._____
126. 012345678
I am a self-reliant person.
127. 012345678
I do not seem capable of dealing with most
problems that come up in life.

Place this questionnaire in the original envelope and be sure to take the
envelope and its contents to your next doctor’s appointment. We appreciate your
time in participating in this study. After your next appointment there will be
one more questionnaire to complete before leaving the office.
Again, thank you.

8
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Patient Questionnaire 2
Your physician will have given you this questionnaire to complete
following your office visit. Please complete this questionnaire before you
leave the his office. Seal it in the enclosed envelope and give it to one of the
staff before leaving. The information you provide will remain confidential.
PART A .. OFFICE AND STAFF EVALUATION
The following provides you with an opportunity to evaluate your doctor’s
staff, and office as it impresses you as a patient.
(Circle)
Respond to these statements just as you feel:
Strongly
Strongly
Agree
Disagree
>
<
1. 01 2345678... Staff is very helpful with insurance
forms and other necessary paper work.
2. 01 2345678... Staff is very professional in conduct
and appearance.
3. 01 2345678... Office is very attractive and clean.
4. 01 2345678... Facilities are modern and in good
repair.
5. 01 2345678... Equipment is state of the art.
6. 01 2345678... Physician is well groomed and
professional appearing.

PART B . . HEALTH INFORMATION
Answer each of the numbered questions by checking true (T) or false (F).
Organs that are most frequently found to be damaged by high blood pressure of
the following four (4) include:
T
F
[
] Kidneys.
7.
[]
[ ] Liver.
8[]
[ ] Brain.
9- M
[ ] Reproductive.
10;Q
T
F
[ ] Headaches represent a significant symptom of hypertension.
11.
[]
[ ] High blood pressure dynamics are difficult to understand.
12.
[]
[ ] Headaches represent an important early symptom that suggest
13.
[]
hypertension.
[ ] Headaches in the temporal area are suggestive of hypertension.
14.
[]
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15.
16.
17.
18-,

I
[]
[]
[]
[,]

F

[ ] High blood pressure can be cured with the appropriate medicine.
[ ] High blood pressure can cause blindness.
[ ] Headaches do not represent symptoms of hypertension.
[ ] High blood pressure, if untreated, can lead to diabetes._______
The following five (5) are types of blood pressure medication:
T
F
[ ] Beta blockers.
•19. []
[ ] Diuretics.
20. []
[ ] Analgesics.
21. []
[ ] Adrenergic inhibitors.
22. []
[ ] Vasodilators.
23;..... [„1
T
F
24.
[]
[ ] One should know the early symptoms of high blood pressure.
25.
[]
[ ] High blood pressure can result in muscle pain.
26.
[]
[ ] Medication for the control of hypertension is the most important
part of high blood pressure care.
27.
[]
[ ] Medication for the control of hypertension may reduce important
_ potassium levels in the body._________________________ __
The diagnosis of high blood pressure can be made when repeatedly the:
T
F
[] Systolic is above 120 and diastolic above 80.
28. []
[] Diastolic is above 120 and systolic above 80.
29. []
[ ] Systolic is above 140 and diastolic above 90.
30.
[]
[ ] Diastolic is above 140 and systolic above 90.
T
F
32.
[]
[ ] Long term success in the treatment of your hypertension will
depend on your relationship with your physician.
[]
[] Life expectancy for smokers with hypertension is decreased.
33.
34.
[]
[ ] Patient life expectancy in hypertension is less when the blood
pressure is kept within normal limits.
35.
[]
[ 1 Alcohol should be limited in hypertension._________________
Risk factors that lead to hypertension are:
T
F
[ ] Getting older.
36.
[]
[ ] Being over-weight.
37.
N
[ ] Having diabetes.
38.
N
[ ] Being African-American.
39. M
[ ] Being blind.
40.
N

2
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T
[]
[]

F
41.
[ ] Foods with potassium should be minimized in hypertension.
42.
[ ] Vegetables and nuts that contain cholesterol should be avoided as
much as possible in hypertension.
[]
[ ] Alcohol is a relaxing substance in small amounts that may be used
43.
by some to reduce stress.
44.
[]
[ ] Regular use of one ounce or more of alcohol per day is relaxing
and beneficial in hypertension.
T
F
[ ] Exercise for reducing hypertension should be for at least one hour
45.
[]
three times each week.
[ ] Exercise for reducing hypertension may be anything that results
46. [J
in making you tired.
[ ] Exercise for reducing hypertension should cause you to perspire
47.
[]
and increase your heart rate.
[ ] Change from regular to filter cigarettes, if you smoke, to reduce
48.
[]
hypertension.
T
F
49.
[]
[ ] Substituting Coke, Pepsi, or other cola drinks for regular caffeine
containing coffee is helpful in caring for hypertension.
[ ] Moderate to strenuous exercise regularly can help control
50.
[]
hypertension.
[
]
Reduction
of spices and strong herbal blends in cooking will help
51.
[]
control hypertension.
[ ] It is possible that side effects to a new high blood pressure
52.
[]
medication may indicate your body needs time to adjust to it.
T
F
53.
[]
[ ] Discontinue the blood pressure medication at once if side effects
to it occur.
54.
[]
[ ] Remind your doctor about the side effects to your high blood
„ pressure medication at your next appointment.____________
The following should be avoided if you were trying to reduce salt effect in your
diet?
T
F
[
]
Baking
soda.
55.
[]
[ ] Calcium chloride.
56.
[]
57.
[]
[ 1 MSG-

3
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PART C .. DOCTOR-PATIENT RELATIONSHIPS
How did your doctor relate to you
A lot
Not at all
>
<
58. 012345678 .
59. 012345678 .
60. 012345678 .
012345678 .
61.
.
012345678
62.
.
012345678
63.
.
012345678
64.
.
012345678
65.

today?
(Circle)
He tended to be:
Controlling.
Open minded.
Strict.
A good listener.
Permissive.
Rigid.
Indulgent.
Understanding.

(Circle)
How did your doctor talk with you today?
He tended to (be):
Mostly
Not at all
>
<
66. 876543210 . Matter-of-fact.
876543210 . Encourage discussion.
67.
876543210 . Information giving.
68.
876543210 . Premote dialogue.
69.
70.
87654321 0... Monologue, (he does all of the talking)
71.
87654321 0... Annoyed by patient questions.
72.
8 7 6 5 4 3 2 1 0... In charge.
73.
87654321 0... Encourage patient questions.

How were decisions about your health care made today? (Circle)
Never
Always
<
>
I
0
1 23 45678...My doctor made them.
74.
0
1 23 4567 8... I made them.
75.
0_ 1_2 3_ 4__5 6 7 8 ... My doctor incorporated my opinions.
76.
0
1 2 3 4 5 6 7 8... We shared equally.
77.
0
1 23 45678...My doctor asks for my opinions.
78.

4
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What was your doctor's manner today?
(Circle)
Strongly
Strongly
He appeared
Disagree
Agree
to be:
<
>
79. 0 1 2345678... Calm.
80.
0 1 2345678... Hurried.
81. 0 1 2345678... Solemn.
82.
0 1 2345678... Cocky.
0 1 2345678... Smooth.
83.
0 1 2345678... Blunt.
84.
0 1 2345678... Gracious.
85.
0 1 2345678... Tense.
86.
0 1 2345678... Caring.
87.
0 1 2 3 4 5 6 7 8... Rough.
88.
0 1 2345678... Warm.
89.
90. 0 1 2345678... Competent.

Great!
Almost done

How did your doctor fulfill your expectations today? (Circle)
Not at all
A lot
<
I
>
91.
0 1 23 45678...He answered all my questions about my
problem(s).
0 1 23 45678...He clearly explained what all my
92.
troubles are.
0 1 23 4 567 8...He told me exactly what he planned to do
93.
next.
94.
0 1 23 4 567 8...He told me why certain tests would be
done.
95.
0 1 23 45678...He clearly explained why I should do the
things he asked me to do.
0 1 23 4567 8...He sometimes interrupted me.
96.
How did your doctor fulfill your expectations today? Continued (Circle)
Not at all
A lot
<
>
I
0 1 23 4567 8...He sometimes “talked down" to me.
97.
0 1 23 4567 8...He seemed annoyed.
98.
0 1 23 45678...He acted as though he were doing me a
99.
favor by talking to me.
100. 0 1 23 4567 8 ... He seemed to be in a hurry.___________
101. 0 1 2 3 4 5 6 7 8... He made me feel important.
5
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How did you view your physician today? (Circle)
<
>
Neutral
4
3
2
1
0
1
2
3
4
102. Friendly
4
32 1 0 1 2 3 4
103. Warm
4
32 1 0 1 2 3 4
104. Anxious
4 3 2 1 0 1 2 3 4
105. Nervous
4 3 2 1 0 1 2 3 4
106. Interested
4 3 2 1 0 1 2 3 4
107. Concerned
How did you interact with your physician today?
Mostly
I was:
Not at all
>
<
108. 01 2345678... Passive.
109. 0 1 23 45678... Submissive.
. Assertive.
110. 012345678
. Forceful.
111. 012345678
112. 012345678 . Agreeable.
113. 012345678 . Yielding.
114. 012345678 . Involved.
115. 012345678 . Aggressive.
116. 012345678 . Out spoken.
117. 012345678 . Forthright.

irritated
Angry
Calm
Relaxed
Bored
Uninvolved
(Circle)

PART D . . LEVEL OF CERTAINTY
Indicate your level of certainty to the following. (Circle)
Very
Very
Likely
Unlikely
(true)
(untrue)
<
>
I
118. 0 1 23 45678... I feel secure about my ability to do things.
119. 0 1 23 45678... When I make plans, I am certain I can make
them work.
120. 0 1 2 3 4 5 6 7 8 . . . If I can’t do a job the first time, I keep trying
______________________________ until I can._______________________
121. 01 2 3 4 5 6 7 8...I give up on things before completing them.
122. 01 2345678... When I set important goals for myself, I
rarely achieve them.
123. 01 2 3 4 5 6 7 8...If something looks too complicated, I will not
even bother to try it.

6
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Indicate your level of certainty to the following. (Circle)
Very
Very
Unlikely
Likely
(untrue)
(true)
<
>
124. 012345678 . I avoid facing difficulties.
125. 01 2345678 . When I have something unpleasant to do, I
stick to it until I finish it.
126. 01 2345678 . When I decide to do something, I go right to
work on it.
127. 012345678 . I give up easily.
128. 012345678 . When unexpected problems occur, I don't
handle them well.
129. 01 2345678 . I avoid trying to learn new things when they
look too difficult for me._______________
130. 012345678 . Failure just makes me try harder.
131. 01 2345678 . One of my problems is that I cannot get down
to work when I should.
. When trying to learn something new, I soon
132. 01 2345678
give up if I am not initially successful.
. I am a self-reliant person.
133. 01 2345678
. I do not seem capable of dealing with most
134. 01 2345678
problems that come up in life.

Indicate your level of certainty
Very
Very
Unlikely
Likely
<
>
135. 01 2345678...
136. 01 234567 8...

to the following: (Circle)
If my doctor asked me to,
how likely is it that I can:

control the stress in my life?
significantly decrease my intake of fats,
oils, and fried foods?
137. 01 2345678... significantly increase my exercise to at
____ least 1/2 hour three times weekly?______
138. 0 1 2 3 4 5 6 7 8... significantly decrease my salt intake?
139. 01 2345678... take medicines as prescribed in a timely
manner and without skipping any?
140. 01 234567 8... influence my doctor’s decisions about my
______________________________ treatment plan?______________________
141. 01 2345678... achieve the recommended weight for my
height?

7
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Indicate your level of certainty
Very
Very
Unlikely
Likely
<
>
142. 01 234567 8...
143.

01

144.

01

to the following: (Circle)
If my doctor asked me to,
how likely is it that I can:

have enough control of my health practices
that I can have normal blood pressure?
2345678... have the desire to do those things necessary
to keep my blood pressure under control?
2345678... have the ability to do those things necessary
to keep my blood pressure under control?

PART E .. PERSONAL HEALTH PERCEPTIONS
How would you rate yourself today?
(Circle)
A lot I have:
Not at all
<
>
145. 01 2345678... improved in my general well-being.
146. 0 1 2 3 4 5 6 7 8... an increased interest in my treatment plan.
147.__0 1 2 3 4 5 6 7 8 ... a better understanding of my hypertension.
148. 01 2 34567 8... increased my input to my health care.
149. 01 234567 8...an increased ability to interact with my
doctor.
150. 01 2 3 4 5 6 7 8...an increased ability to share in treatment
_____________________________ decisions.___________________________
151. 01 234567 8... increased my regularity in exercise.
152. 01 234567 8... improved my food selection for my diet.
153. 0 1 2 3 4 5 6 7 8... reduced my salt intake.
154. 0 1 2 3 4 5 6 7 8... improved my record keeping of health
events.

How would you rate yourself at this point in time: Continued (Circle)
I have:
Not at all
A lot
<
>
155. 01 2345678... improved my comfort in asking questions of
my doctor.
156. 01 2345678... improved my ability to take my medicine
regularly.

8
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PART F .. OFFICE VISIT PERCEPTIONS
I believe that during this consultation with my doctor: (Circle)
Strongly
Strongly
Disagree
Agree
<
>
157. 01 2345678...I discussed my condition with my doctor
more than on past visits.
158. 01 2 3 4 5 6 7 8... I asked less questions than I did on
previous visits.
159. 01 2345678... I discussed my condition with my doctor less
_________________________________ then on past visits.______________________ _
160. 01 2 3 4 5 6 7 8... I asked many more questions than I did on
previous visits.
161. 01 2 3 4 5 6 7 8...I experienced a greater understanding of my
HBP condition than I had before.
162. 01 2 3 4 5 6 7 8... I was satisfied with my treatment plan.
163. 01 2 3 4 5 6 7 8... I felt that there is very little I myself
can do about my high blood pressure.
PART G . . PAMPHLET DISTRIBUTION
164.

“You Can Make a Difference” Pamphlet. Check one box [ ] below.
[ ] Did not receive “You Can Make a Difference” pamphlet?
[ ] Received it, but did not read it.
[ ] Received it and read it.
[ ] Received it, read it, and wrote out questions for the doctor.

165.

"My Personalized Treatment Plan” Pamphlet. Check one box [ ] below.
[ ] Did not receive "My Personalized Treatment Plan” pamphlet?
[ ] Received it, but did not read it.
[ ] Received it and read it.
[ ] Received it, read it, and kept a personal log until this visit.

The End

Please place in envelope.
Thank you again.

9
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Appendix J
Pre-Knowledge

Intervention
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(PKI)

My Personalized

TREATMENT PLAN
This plan for your blood pressure (BP) control has
two important parts. First, the self-care portion for which
you alone are responsible (exercise, diet, etc.) and sec
ond, the medical treatment plan that you and your physi
cian work out together.
The medical treatment plan is designed to involve
you in treating your high BP. You will know ahead of
time what changes in your treatment may be advised by
your physician should your BP not remain under control.
Between visits you are asked to keep a written log
of changes in your condition, concerns about your health,
missed medication, and any problems you may have in
carrying out your medical and self-care programs. You
will be better prepared for your office visits if you review
your treatment plan and written notes before each ap
pointment.
Your doctor will keep you updated on your high
blood pressure condition as he serves as your consultant
and health educator. With this information you and he
can become full partners in your treatment program.
Your doctor will discuss with you his approach to
HBP as you become involved in your care. This treat-
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ment plan allows you to know what modification your
physician has considered for your next visit if your BP is
not under control. This knowledge will help you to un
derstand your doctor better and allow you to take more
responsibility for your own care.
Patient Self-Care
Your self-care plan suggests several things that you can do to
stabilize your blood pressure and even lower it.
1. Decrease excessive salt used in cooking and at meals; avoid
salty foods.
2. Choose low fat and high potassium foods.
3. Choose not to smoke or use alcohol excessively.
4. Reduce stress in your life.
5. Obtain adequate sleep.
6. Follow the walking (or other exercise) program advised by
your doctor.
7. Take medicines as prescribed; don’t run out.
8. Keep your doctor’s appointments.
Know your blood pressure and weight and understand what
they mean to you. Pay attention to how you feel. You know
better than anyone else what’s happening in your body.
You may not know the medical terms, but you can describe how
2
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you feel. If you begin to feel differently than normal, it is your re
sponsibility to tell your doctor.
Medical Treatment Plan
Return Visits

DATE

Wks (#)

Presently Prescribed:
•Medicine

‘Dose

•Frequency

Present Physical Findings:
Blood Pressure.
Weight______
Alternative Treatment Plan
If your BP is elevated and under poor control, your doctor has
indicated that he may recommend the following change(s) in your
treatment plan.
DC=Discontinue, Rx=Prescribe
•Medicine

*Dose

-Frequency

(Don't adjust your medication dosage on your
own without consulting your doctor.)

3
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Mv Between Visit Log
Next Appointment

Time

• Meds Taken: All Doses [ ], Missed 1-2 [ ]
Missed 3-5 Doses [ ], Missed 6-9 Doses [ J
Missed 10-15 Doses [ ], Missed 50% or more [ ]
Causes or circumstances for Missing Meds?.
• Continuing Problem(s).
Worse [ ], Same [ ], Better [ ], Gone [ ]
• New Symptoms(s).

• My Concern(s), fear(s), etc.
Please!
- Circle Appropriate numbers below -

1. This way of preparing for my doctors appointment is helpful.
Disagree 123 45678 Strongly Agree
2. It helps focus my concerns.
Disagree 12345678 Strongly Agree
3. It will help me to better communicate with my doctor.
Disagree 12345678 Strongly Agree
Comments:_________________________________
++++++++++++++++++++++++++

Review your notes before your next appointment to see the
doctor. Place this pamphlet and log in your packet and leave it at the
doctor's office at your next visit.
4
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My Personal Log
Keep this log with you so you may easily record any
changes or concerns about your physical condition,
positive or negative. Note what you feel.
Date/Time
Notation

Place this in your Personal Plan Packet when you go
to your next doctor’s visit.
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Appendix K
Question Asking Intervention (QAI)
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You Can Make a Difference!
High blood pressure can be controlled. Control is
important, because if left untreated, high blood pressure can
lead to stroke, blindness, heart attack, congestive heart
failure or kidney failure.
Success in treating high blood pressure over a long
period of time depends on the relationship between you and
your physician. In order to make the most of your physician
visits, you should think about your question-asking abili
ties. Some people are reluctant to ask questions because
they are afraid they will look “silly”. But one way to show
your doctor you care about your condition is to ask ques
tions and receive helpful information in return.
High blood pressure isn’t a mysterious disease.
You can understand it. Asking questions can help you learn
what high blood pressure is, how to treat it, how it may affect
you, and what choices you have as to treatment. Asking
questions not only helps you, but it also helps your physi
cian understand how you feel and what you know and don’t
know.
You are going to see just how easy it is to become a
part of the decision making process in your health care. You
want the best for yourself and so does your physician. As
you become involved, you will be more comfortable asking
questions and making observations that will assist with your
overall treatment.
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Know what to expect. If you know what to expect,
you can handle new situations better. Ask yourself, “What
more do I need to know about this test, treatment plan or
medication?” If there's more you need to know, ask your
doctor.
Lifestyle changes may be required. Do you under
stand that certain lifestyle changes may be very important
for you? It’s possible that you’ll need to change what you
eat, how much you eat, how much salt you use, or modify
your drinking or smoking habits. If your doctor recom
mends exercise, ask how vigorously you should exercise
and where you can find a suitable program that’s fun and re
laxing. Find out, too, if you need a fitness test before you
start an exercise program. Since exercise may lower blood
pressure and stress during an office visit can elevate it, you
may ask whether measuring your own blood pressure at
home would be a good idea.
Things you should know about your prescribed
medication. If you don’t know, ask!
* What the name of the medication is and what it’s
supposed to do.
* How often to take it.
* How much to take.
* How long to take it.
* How to store it. (Cool place, etc.)
* When to take it; time of day; relation to meals.
* What precautions are there to such things as: taking
2
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certain foods, drinks, other medications or avoiding some
activities.
* What results, reactions, or side effects might be
expected from the medication and what to do if you expe
rience any side effects.
* What to do in case you miss a dose.
* Ask for any printed information that might help you
to remember important points about your medication.
Getting the information you need.
* Tell the doctor all your reasons for making an ap
pointment as early in the visit as possible so he can arrange
his time with you to better meet your needs.
* Review any instructions before you leave the office.
* Be sure you have enough medication to last until your
next appointment.
* Make sure there are no additional questions you need
to ask before you leave the office.
* Bring your spouse, a friend, or someone you feel
close to when you visit the doctor if you think you’d like
someone else to hear what you’re told and help ask ques
tions.
* Ask whether you’ll need any laboratory tests, what
the tests are for, and what is a good or bad test result. Also,
ask if and when you should phone for the results.
* Ask what your particular blood pressure goal should
be and how soon you should try to reach it.
* Make your next appointment before you leave the
office.
3
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Other questions you may want to ask about.
* Do you have elevated blood cholesterol or triglycerides? Do
you understand what they mean?
* Do you smoke: If you do, ask what help is available to enable
you to quit.
* Does high blood pressure, heart disease, or stroke run in your
family? Does that affect you?
* Some water pills use up body potassium. If yours does, should
you be taking a supplement?
* Should your blood potassium level be checked? If it should,
what do the results mean?
* Do you take over-the-counter medications or other prescribed
medicines? If you do, ask your doctor about them.
* What should you do if you get sick from something else or
have to go to the hospital?
Remember!
You are the most important member of your blood pressure
management team. So, don’t just sit back — get involved. The more
questions you ask and the better you understand your blood pressure,
the more successful you’ll be at controlling it.
+++++++++Please+++++++++
-Answer Questions, Check []s below1. This method of preparation for my doctor's appointment is
helpful:
Strongly agree [], Agree [], Disagree []
2. How likely is it that I will increase my question-asking during
my next doctor's visit?
Extremely likely [], Likely [], Unlikely []

++++++++++++++++++++++++++++++++++++++++
INSTRUCTIONS
Prepare some questions on the work sheet and place pamphlet
and work sheet in packet and leave with the nurse at your next visit.
4
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Questions I Would Like To Ask My Doctor
Prepare questions you wish to ask your doctor and
write them in the spaces below, on the back or on
separate paper. The suggested topics my help you
arrange your thoughts.
Please turn in with packet.
About my blood pressure...

About what I can expect...

About my life style changes...
4.

About my medications...

About other concerns...
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